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 Abstract 
This study seeks to determine whether emotional distress during the first clinical 
placement is a cause of attrition from nursing programs. There is an impending shortage of 
nurses over the next decade as healthcare loses a generation of older nurses to 
retirement. The increasing demand of an unprecedented ageing population requiring 
health services has the potential to result in nursing shortages. Many nurses work in 
emotionally charged and stressful environments which can lead to burnout and a decision 
to leave nursing altogether. If nurses can regulate their emotions at work, such dire 
consequences may be avoided. Nursing students learn alongside a registered nurse and 
are subject to the same challenging situations. They may be exposed to levels of 
emotional distress for which they have not been prepared. On this point, previous research 
indicates that an inability to mediate the effects of emotional engagement during clinical 
placement contributes to attrition from nursing programs. 
Attrition from nursing programs is multifactorial. To become a nurse requires the 
attainment of knowledge, the ability for clinical reasoning and highly developed 
psychomotor and interpersonal skills. Effective interpersonal skills to engage with patients, 
their families and other health care workers are reliant on healthy levels of emotional 
intelligence. If emotional intelligence is lacking, then the ability to manage the demands of 
human relationships within the health care environment may cause emotional distress. 
This study will examine the influence of emotional intelligence on affective events 
experienced by nursing students undertaking their first clinical placement. 
Research Design 
A mixed method design was employed to examine the influence of emotional intelligence 
on affective events experienced by nursing students. Three sub-studies were conducted. 
In Study One, the emotional intelligence of nursing students, as a positive coping strategy 
for emotional encounters, was measured with the Mayer Salovey Caruso Emotional 
Intelligence Test (MSCEIT) before clinical placement. Data analysis identified if there were 
relationships between the emotional intelligence scores and other characteristics of the 
students. In Study Two, nursing students were asked to complete a written reflection about 
an emotionally challenging situation that occurred during their clinical placement. This 
approach allowed the nursing students to both discuss and reflect on events in a manner 
that contributed to learning outcomes. The reflective data were used to inform the final 
 findings through an examination of the students’ individual reflections on emotional 
engagement. In Study Three, the written reflections were transformed to numeric data to 
allow integration with emotional intelligence scores and demographic data. 
Results 
The age of the participants (n = 84) ranged from 17 to 51 years (M = 21.01, SD = 7.36). 
Results for Study 1 identified positive relationships between total emotional intelligence, 
age and grade point average in this sample. This result was similar to findings from other 
studies. The model found no support for a connection between emotional intelligence 
scores and attrition or age and attrition. Thus, emotional intelligence does not predict 
attrition in this sample. In Study 2, qualitative analysis highlighted the diverse nature of 
clinical placement experiences and different recollections of experiences between 
participants. Broadly, students chose to reflect upon interactions with patients and family 
members and team members including nurses, medical and allied health professionals. 
Differing perceptions of emotional engagement were identified among the three groups. 
End-of-life care and poor support from buddy nurses were shown to be particularly 
distressing for some of the nursing students. In Study 3, results indicated that students 
complied with the reflective writing instructions, some did not write about an emotional 
event but instead described how they had been involved with caring for a patient. Results 
for Study 3, found no statistically significant differences between levels of emotional 
intelligence between positive and negative emotion or attrition. Together, results from 
Study 2 and 3 suggested that nursing students may be exposed to emotionally challenging 
situations during clinical placement for which they are ill-prepared. 
Conclusion 
The results highlighted the diverse nature of clinical placements and different recollections 
of experiences between participants. It would appear there was a lack of preparation for 
the demands of emotional engagement and this was evident, particularly in relation to end-
of-life care. In this regard, teaching ways of managing emotionally challenging situations 
continues to be a challenge for nursing education. The findings offer another perspective 
on emotional intelligence research by using a qualitative approach, thus meeting calls to 
broaden the existing knowledge surrounding emotions research. 
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 Glossary of Terms 
Affective event 
Describes a situation that causes an emotional stress response. 
Compassion 
Compassion as a construct is related to empathy and sympathy and invokes feelings of 
connectedness to another 
Emotional engagement  
Describes the how nurses interact authentically with healthcare consumers, patients and 
their families. 
Emotional intelligence 
Emotional intelligence is a mental ability that allows individuals to solve problems by 
accurately perceiving the emotions of themselves and of others. Emotionally intelligent 
people facilitate higher levels of thinking to understand emotions and their meanings and 
thus are able to manage their own and the emotions of others to achieve goals. 
Emotional labour 
The term emotional labour describes the display rules of expression, or suppression of 
emotions, in paid employment in line with workplace norms 
Emotion regulation behaviour 
The term emotion regulation behaviour in the context of this research is used to describe 
the way that nursing students perceive and ultimately manage their responses to 
emotional engagement during interaction with patients, families and the healthcare team. 
Empathy 
Empathy, in this thesis describes a feeling of sympathy and motivation to understand 
another persons’ situation.  
 
 
 Valence of emotional response 
The valence of emotional responses is based on a continuum between positive and 
negative. 
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 Introduction and Background 
1.1 Introduction 
The underpinning motivation for this study is to determine whether emotional distress 
during nursing students’ first clinical placement is a cause of attrition from nursing 
programs. The problem of attrition is multifactorial and influences our ability to maintain a 
nursing workforce into the future. The stressors associated with developing academic and 
technical expertise, maintaining a work/life balance, and financial pressures are well 
documented in the nursing literature (Crombie, Brindley, Harris, Marks-Maran, & 
Thompson, 2013; Eick, Williamson, & Heath, 2012). However, the relevance of emotions 
to nursing practice, and the risk of emotional distress in nursing students has garnered 
research attention as another potential cause of attrition. A greater understanding of the 
effects of emotional intelligence may explicate the inter-relationships between nursing, 
emotional engagement, and attrition. 
Over the next 10 to 15 years, healthcare providers face losing a generation of older nurses 
to retirement (Health Workforce Australia [HWA], 2014). During the same period, we can 
expect an increase in the population using healthcare resources, this will place pressure 
on already stretched healthcare services (HWA, 2014). With the added strain of an 
increasing and an ageing population needing health services, there is a danger that 
demand for nurses will outstrip supply. Current research indicates that internationally, 
healthcare providers can expect a significant shortage of nurses; some estimates suggest 
a deficit of between 85,000 and 123,000 in Australia alone by 2030 (HWA, 2014). 
Accordingly, healthcare providers, and nursing professional bodies, are becoming 
increasingly concerned about the problem of attrition from the nursing workforce, and as a 
corollary, attrition from nurse education programs. 
1.2 Attrition from Nurse Education Programs 
From an international perspective, tertiary education providers report attrition rates of 9 to 
30% (Crombie et al., 2013; Pryjmachuk, Easton, & Littlewood, 2009; Waters, 2006; Wray, 
Aspland, & Barrett, 2013). Australian higher education organisations report similar attrition 
rates of between 18% and 33% in the first year of undergraduate nursing programs 
(Gaynor et al., 2008; HWA, 2014). Costs associated with attrition are difficult to quantify 
due to a lack of data and overlap in the terms: wastage, attrition and retention. However, 
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figures from the United Kingdom indicate that non-completion of nursing programs cost 
£108M in wasted fees and financial support (Kendall-Raynor, 2011) 1. This loss was 
identified as a significant financial burden to healthcare providers, students and funding 
bodies. Therefore, it is apparent that we need to understand why nursing students leave 
before finishing their nursing programs. 
1.3 The Value of Emotion in Nursing Practice 
As part of their normal daily roles, nurses spend much of their time working in emotionally 
charged environments, and often in stressful circumstances. On this subject, research has 
identified that as many as 45% of nurses suffer some level of emotional exhaustion and 
emotional distress to the extent that they consider leaving the workforce (Aiken et al., 
2001; Kowalski et al., 2010). Emotional distress poses a severe risk to nurses’ health and 
well-being. Although the importance of emotion in the field of organisational behaviour is 
well recognised, the effects of emotional distress during clinical placement has only 
recently been the subject of research study in nursing (Arieli, 2013; Crombie et al., 2013; 
Jack & Wibberley, 2014). In this regard, there is evidence that emotional distress has 
harmful effects on the nursing attributes of empathy and compassion. Furthermore, 
emotional distress may contribute to poorer patient outcomes (Morse, Botorff, Anderson, 
O'Brien, & Solberg, 2006; Por, Barriball, Fitzpatrick, & Roberts, 2011). 
It is becoming clear that nurses need to self-regulate their emotions at work, particularly 
when involved in emotionally challenging situations. Similarly, when nursing students 
undertake clinical placement, they work alongside registered nurses and are subject to the 
same emotionally challenging situations. Nursing students are placed, ostensibly at the 
same risk of emotional exhaustion and have the same potential for emotional distress, as 
their fellow nurses. There is a risk that students are exposed to levels of emotional distress 
for which they are unprepared. Indeed, some scholars contend that lack of preparation for 
the demands of emotional engagement is one of the most likely causes of attrition (Andrew 
et al., 2008; McMillan, 2005; Oulton, 2006; Wilson, Chur-Hansen, Marshall, & Air, 2011). 
On this point, research indicates that an inability to mediate the effects of emotional 
engagement during clinical placement is a contributing element to the choice of whether to 
 
1 Australian data relating to the costs of attrition in newly registered nurses is available, 
however costs relating to attrition from nurse education programs is not available, 
therefore UK figures were provided as an example only. 
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stay or leave (Arieli, 2013; Crombie et al., 2013; Gibbons, Dempster, & Moutray, 2011; O' 
Donnell, 2009).  
Nursing practice is inherently emotional, insofar as the role requires nurses to care for their 
patients and manage the demands of emotional engagement (Brunton, 2005). The term 
“emotional engagement” has been adopted in this thesis to describe the way that nurses 
interact authentically with healthcare consumers, patients and their families. Emotional 
engagement in nursing practice is a professional expectation. However, the suppression of 
emotion remains a challenge (Cecil & Glass, 2015; Gray, 2009; Hayward & Tuckey, 2011). 
While emotional suppression offers some psychological protection, the risk of compassion 
fatigue or burnout as a consequence of work-related emotional stress remains (Ledoux, 
2015; Nolte, Downing, Temane, & Hastings-Tolsma, 2017; Sinclair, Raffin-Bouchal, 
Venturato, Mijovic-Kondejewski, & Smith-Macdonald, 2017). Interest in the emotional 
labour that nurses undertake during patient care stems from research surrounding attrition 
from the nursing workforce. 
1.3.1 Emotional Labour in Nursing Practice 
The last two decades have seen considerable theoretical development in the area of 
emotion in organisations. Seminal works by Hochschild (1983) on emotional labour; coping 
and appraisal theory (Folkman & Lazarus, 1988); emotion, cognition and motivation by 
Frijda (1988), and affective events theory (Weiss & Cropanzano, 1996), have opened the 
door to investigation of emotion management and well-being in organisations. The 
emotion display rules of nursing, that is, expressing positive emotion and suppressing 
negative emotion are considered professional and organisational requirements (Grandey, 
2000). On the one hand, nurses are required to engage emotionally with healthcare 
consumers. On the other hand, they are also expected to be able to suppress their 
emotions during these interactions (Leonard, 2017; Maben, Latter, & Clark, 2006). As a 
result of the recognition of the need for emotional engagement in nursing practice, there is 
a growing interest in the application of emotional intelligence theory to nursing practice 
(Bulmer Smith, Profetto-McGrath, & Cummings, 2009; Codier, Kamikawa, Kooker, & 
Shoultz, 2009; Karimi, Leggat, Donohue, Farrell, & Couper, 2014). 
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1.4 Emotional Intelligence 
Emotional intelligence is described as an awareness of and ability to manage one’s own 
and others' emotions to guide one's thinking and action. It includes the ability to perceive, 
interpret, generate and understand emotions (Mayer, Salovey, & Caruso, 2004). Further, 
Salovey and Mayer (1990) draw attention to the importance of empathy in emotional 
intelligence when assessing the emotions of others. The application of emotional 
intelligence theory to high emotional labour roles may be helpful as skill in emotion 
perception and management may help reduce emotional distress. On this subject, studies 
have shown that emotional intelligence is positively associated with the ability to cope in 
adverse situations (Begley & Glacken, 2004; Birks, McKendree, & Watt, 2009; Ciarrochi, 
Chan, & Caputi, 2000). 
From a healthcare perspective, Ruiz-Aranda, Extremera, and Pineda-Galán (2014) have 
shown that students with higher levels of emotional intelligence tend to use emotion 
regulation strategies that result in improved life satisfaction and overall well-being. 
However, they also found that nursing students had lower emotional intelligence levels 
than other healthcare students. The finding that nursing students have lower emotional 
intelligence levels is of concern insofar as other studies have identified an increased risk of 
stress, burnout and psychological ill-health in those individuals who score lower on the 
emotional intelligence scale (Aradilla-Herrero, Tomás-Sábado, & Gómez-Benito, 2013; 
Görgens-Ekermans & Brand, 2012). The literature shows a need to develop emotional 
intelligence in nursing students in order to improve their health outcomes. Emotional 
intelligence is a key element to nursing practice and is critical to understanding the nature 
of emotional engagement in nursing.  
1.5 Organisation of the Thesis 
In Chapter 1, I outline the aims, objectives and significance of this study and the 
organisation of the thesis. I will discuss emotion management and the theoretical basis for 
emotional intelligence. In Chapter 2, I detail the literature review process; this chapter also 
contains a published literature review. I discuss the literature surrounding attrition from 
nurse education programs, the value of emotional engagement, coping and appraisal 
theory and emotional intelligence theory. In Chapter 3, I describe the theoretical models 
adopted to examine the nature of emotional distress in nursing. I discuss coping and 
appraisal theory to provide the basis for how nursing students perceive and manage 
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emotion. In Chapter 4, I detail the methodological basis for the study and identify the aim, 
hypotheses, objectives and research questions.  
The main body of the thesis comprises three research studies. Chapter 5 reports the 
results of Study 1, where I have adopted a one-off cross-sectional survey to collect 
emotional intelligence data in a sample of nursing students entering the first year of a 
nurse education program. I have chosen to use the Mayer Salovey Caruso Emotional 
Intelligence Test (MSCEIT, 2002) as it is a performance-based ability instrument 
measuring an individual’s ability to reason and use emotion to enhance thought. Chapter 
6, reports the results of Study 2 in which I describe the use of a computer-aided text 
analysis tool (Leximancer 4.5) to analyse qualitative data obtained from written reflections. 
In Chapter 7, I report the results of Study 3 and describe the use of Linguistic Inquiry and 
Word 2015 (LIWC2015). This software facilitated content analysis of the written reflections 
and allowed statistical analysis with data from the MSCEIT and course progression 
outcomes. Study 3 extends Studies 1 and 2 by examining written reflections to assess the 
relative contribution of positive and negative emotion on emotional intelligence and 
attrition.  
In Chapter 8, I provide an integrated discussion of the findings detailed in Chapters 5, 6 
and 7. Finally, in Chapter 9, I present recommendations, limitations and an argument for 
targeted, evidence-based emotional intelligence education for students undertaking a 
nurse education program and discuss suggestions for future research on the topic of 
emotional intelligence. 
1.5.1 Aim, Objective and Significance 
This mixed methods study aimed to examine the influence of emotional intelligence on 
attrition from a nursing education program. The objectives of the study were to: 
• review the literature and identify knowledge gaps; 
• determine if emotional intelligence influences attrition from a nurse education 
program. 
The significance of this study lies in the impact the research has for students undertaking a 
nursing education program. There is an urgent need to explain the increased risk of 
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emotional distress in nursing students who struggle to manage the demands of emotional 
engagement.  
1.6 Conclusion 
Chapter 1 has detailed the aims, objectives and significance of this research study. The 
overall organisation of the thesis has been outlined to provide an understanding of the 
context and scope of the research. Chapter 2 will describe the literature reviews 
undertaken. The first literature review was conducted in 2013 and updated in 2015 prior to 
publication of a narrative review in 2017. The final literature review was undertaken in 
2019 to include material not included in the previous review. In this literature review, I 
examine in closer detail the factors related to attrition from nurse education programs.
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 Literature Review 
2.1 Introduction 
Chapter 1 outlined the aims, objectives and significance of this research study. A brief 
overview of the concerns about attrition from nurse education programs and challenges 
around the expression of emotion in nursing practice was provided. Emotional intelligence 
was highlighted as a potential mechanism to improve health outcomes and reduce 
attrition. The concepts of emotional intelligence and affective events theory will be 
introduced and examined in the context of nurse education. I provide an overview of the 
key theories of emotion management and link the challenges of emotion expression to the 
philosophical origins of emotions. In particular, I describe the relationships between 
emotion and healthcare with specific reference to the experiences of nursing students. I 
adopt the emotional intelligence and affective events theories to underpin the research 
and discuss these before turning to the final literature review. This chapter concludes with 
a review of the published literature relating to the influence of emotional intelligence on 
affective events experienced by nursing students during clinical placement. 
International concern about the predicted shortage of nurses over the next decade has 
increased the focus on retaining nursing students in their programs of education. There is 
a growing problem of attrition from nursing education programs, and there are several 
contributing factors. The presence of stressors associated with developing academic and 
technical expertise, work/life balance and financial pressures is well covered in the attrition 
literature (Crombie et al., 2013; Williamson, Health, & Proctor-Childs, 2013; Wray et al., 
2013). However, Bachelor of Nursing Degree (BN) students undertake a combination of 
both theoretical and clinical placement experiences during their program. Clinical 
placements are an integral component of nursing education, and nursing regulatory 
boards require completion of mandatory clinical hours. The stressors arising from 
emotional engagement during professional socialisation and experiences during clinical 
placement are known to cause emotional distress. The emotional suppression coping style 
identified by Menzies in the 1960s continues to resonate in the experiences of nursing 
students forty years later.  
Over the last decade, there has been an international trend to incorporate the elements of 
compassion and empathy as key performance indicators for nursing competence 
(Canadian Nurses Association, 2008; Nursing and Midwifery Board of Australia, 2013; 
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Nursing and Midwifery Council, 2015). Additionally, following the investigation of care 
standards, Francis (2013) highlighted the need for nursing students to sustain 
compassionate engagement as vital, to improve quality of care. Compassion in nursing 
practice implies a need for emotional engagement by nurses but there remains no 
systematic understanding of how nursing students manage the emotional stress response 
to such affective events.  
In this thesis, I adopt the term affective event to describe a situation that causes an 
emotional stress response during clinical placement experiences. Emotional engagement 
is a vital component of nursing practice. I outline the key theories of emotion management 
to make more explicit the reasons for variation in the experience of emotional distress and 
its links to attrition. Scholars in the fields of psychology and organisational behaviour have 
developed established theories to explain how emotion, coping, and well-being are 
interlinked. Thus, I describe emotional labour (Hochschild, 1983), coping and appraisal 
theory (Folkman & Lazarus, 1988) and affective events theory (Weiss & Cropanzano, 
1996) to show how emotional engagement and emotional distress are connected in the 
nursing student population. 
Emotional intelligence may be useful as a framework to understand the nature of 
emotional engagement in nursing. Emotional intelligence describes the awareness of, and 
ability to manage one’s own emotions and those of others to guide one's thinking and 
action. It includes the ability to perceive, interpret, generate and understand emotions. 
These in turn allow the adoption of emotion regulation behaviours that assist in intellectual 
and emotional growth. In summary, nursing students must develop the skill of being able 
to understand their own and others’ emotions early in their nursing education programs. 
Although the importance of emotion in the field of organisational behaviour is well 
recognised, the effects of emotion during clinical placement has been the subject of 
research only more recently (Arieli, 2013; Crombie et al., 2013; Jack & Wibberley, 2014). 
Studies have identified that distress resulting from emotional engagement is an additional, 
contributing factor to attrition from nurse education programs (Wilson et al., 2011; Wray et 
al., 2013). Prior research has tended to focus on the broader causes of attrition, which I 
discuss next to lay the foundation for this research project. 
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2.2 Causes of Attrition from Nurse Education Programs 
Learning to be a nurse is stressful, and nursing students find balancing academic and 
financial stressors with family/work-life difficult (Eick et al., 2012). There is an extensive 
body of literature about attrition occurring as a consequence of academic, social, and 
financial challenges (Crombie et al., 2013; Williamson et al., 2013; Wray et al., 2013) but 
the topic is complex, and there is rarely a single reason. Experiences during clinical 
placement and exposure to the reality of healthcare also contribute to increased attrition 
(Crombie et al., 2013; Curtis, 2013; Rees, Monrouxe, & McDonald, 2015).  
Some nursing students choose to leave their education program after realising they have 
made a mistake in career choice. Others lack the motivation to continue if they have not 
selected nursing as a first preference. On this point, research indicates that this often 
occurs after the first semester of study (Andrew et al., 2008; Bolan & Grainger, 2009; 
Salamonson et al., 2014; Williamson et al., 2013). These results showed that while some 
nursing students were motivated to continue beyond the first semester, a lack of 
academic, workplace and social supports, particularly during clinical placement, resulted in 
overall dissatisfaction with nursing as a future career. Concerning the timing of attrition, 
some authors report attrition of 22% by the end of year one (Andrew et al., 2008; Pearcey 
& Draper, 2008; Wray et al., 2013). For this reason, there are calls for students preparing 
to enter a nursing education program, to seek a greater understanding of the profession of 
nursing before enrolment (Bolan & Grainger, 2009; Fealy, 2004; Salamonson et al., 2014). 
Other causes of attrition relate to unrealistic expectations of nursing as a career (Andrew 
et al., 2008; Wilson et al., 2011). In this regard, Andrew et al. (2008) attribute the lack of 
knowledge about nursing work to societal expectations and a stereotyped belief of nursing 
as a profession. Concern over attrition has seen research interest in the variety of 
stressors experienced during emotional engagement; an area that previously had received 
scant attention (Crombie et al., 2013; Curtis, 2014; Jack & Wibberley, 2014; Rees et al., 
2015). Nursing students can expect to undertake clinical placements during their program. 
However, research has shown that stressors arising from emotional engagement during 
these clinical placements may cause emotional distress (Beck, 1993; Farrington, 1997). I 
discuss attrition as a result of emotional engagement next, to lay the foundation for this 
research project. 
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2.2.1 Attrition as a Result of Emotional Engagement 
Nursing students’ experiences of emotional engagement during clinical placement is 
generally subsumed into the emotional labour and stress literature (Arieli, 2013; Curtis, 
2014; Gibbons, 2010; Msiska, Smith, Fawcett, & Nyasulu, 2014; Smith & Cowie, 2010). 
Research has revealed that the inability to mediate the effects of emotional engagement 
during clinical placement, contributes to the choice of whether to stay or leave (Arieli, 
2013; Crombie et al., 2013; Gibbons, 2010; Gibbons et al., 2011; O' Donnell, 2009). 
Additionally, there is an increased risk of emotional distress for nursing students who 
struggle to manage the demands of emotional engagement (O' Donnell, 2009; Por et al., 
2011).  
Research in healthcare and emergency service disciplines, for example; medicine and 
paramedicine, has shown that emotional engagement contributes to emotional distress 
(Doley, Bell, & Watt, 2016; Egnew, Lewis, Meyers, & Phillips; Monrouxe, Rees, Endacott, 
& Ternan, 2014; Williams, 2013b; Williams, Lau, Thornton, & Olney, 2017). On this topic 
Andrew et al. (2008) and Wilson et al. (2011) found that nursing students who struggle to 
manage the effects of emotional engagement are more likely to discontinue their studies. I 
examine the crucial role of emotion in nursing practice next as background for 
understanding the nature of emotional distress during clinical placement. 
2.3 The Role of Emotion in Nursing Practice 
A paradox exists between the need for emotional engagement, and the responsibility to 
demonstrate professional behaviour by avoiding emotional expression (Crombie et al., 
2013; Leonard, 2017; Maben et al., 2006) As a consequence, the debate continues about 
emotional engagement partly because the relationships between emotion, compassion 
and caring are poorly understood (Curtis, 2014). The requirement for emotional 
engagement presents a challenge in nursing programs to accommodate for the adverse 
effects of emotional distress (Arieli, 2013). Covert rules of nursing practice remain for 
example, advice not to become emotionally involved with patients (Maben et al., 2006). 
More than fifty years ago, Menzies (1960) argued that both nurses and nursing students 
avoid emotional distress by focusing on tasks and activities. She proposed that because 
nurses had to care for large numbers of patients, time limitations did not allow the 
opportunity for emotional engagement. The lack of opportunity effectively reduced the risk 
of emotional distress.  
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Nevertheless, rather than explore the issues associated with emotional engagement, much 
of the nurse education literature has avoided the emotional component by focusing on 
other factors contributing to attrition. A knowledge gap remains, as the nursing literature 
continues to report the same issues that Menzies raised in the 1960s. Humphrey, Pollack, 
and Hawver (2008) attempt to explain the underlying reasons for the lack of understanding 
of emotion in healthcare. They argue that an organisationally mandated rationality 
overshadows emotions in healthcare. As a result, the view that emotion in the workplace is 
disruptive and inefficient remains. Further, philosophers through time, have attempted to 
describe a model of emotional control, which is at best, subordinate to that of intelligence. 
The view of emotion in Western philosophy accounts for the low value of emotion in 
healthcare. Understanding the changing views of emotion will set the scene for a 
discussion of the importance emotional engagement within nurse education programs. 
2.3.1 Philosophical Origins of Emotion in Healthcare 
In Western philosophy, emotions are viewed by some as basic human traits, vices, or sins 
and thus, are considered unintellectual. Nonetheless, this view has been strongly 
contested by other philosophers who class emotions as virtues that are as important to 
well-being as reason and logic (Oatley, 2004). The dichotomy between emotion and 
intelligence is apparent in the writings of ancient Greek philosophers who viewed emotion, 
passion, and reason as conflicting elements in human behaviour (Lazarus, 1999). Plato's 
description of the soul considers that emotions and feelings are less intelligent than the 
spiritual or rational souls. This prevailing theory provided the basis for the present 
analytical view of intelligence (Dalgleish & Power, 1999). The rational soul is deemed to 
consist of reason, justification, and truth, and although Aristotle believed that certain 
emotions including virtue were essential to leading a morally right life, the base emotions 
were kept in line by higher-order intellect and reasoning (Oatley, 2004).. 
In the Middle Ages, emotions such as greed, pride, lust, and envy were considered sins, 
while other emotions such as love, hope, and faith were considered virtues (Dalgleish & 
Power, 1999). With the changes that occurred during the Reformation, 17th century 
philosophers, Descartes (1595–1650) and Spinoza (1632–1677), introduced scientific 
explanations for emotion. The development of the theory that emotion is passion, and as 
such, is firmly rooted in the human soul followed. Furthermore, reason and logical thought 
govern emotion (Lyons, 1980). In the following century during the period known as the 
Enlightenment, the Scottish philosopher, Hume (1711–1766) argued that knowledge is 
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underpinned by perceptions, leading to sensations, emotions and subsequently ideas. In 
short, he suggested that emotion and reason have an equal status in human well-being.  
Nietzsche (1844–1900) took a more radical view and argued that reason and logic 
corrupted the human state and that repressing natural emotions is potentially harmful. 
Nietzsche, therefore, challenged the scientific rationalism and the low status of emotion in 
society that had originated from the work of Descartes and others. The rationalist 
argument was thus: people who were guided by logic and reason prospered, and those 
driven by emotion were considered mentally ill. Finally, as recently as the 20th century, 
William James and Carl Lange established a scientific basis for emotional control. Modern 
philosophers and scientists now accept that there are neurobiological foundations for 
emotion (Chrousos & Gold, 1992; Salovey, Rothman, Detweiler, & Steward, 2000). The 
main challenge to overcome now is the lack of understanding about the importance and 
effects of emotion in healthcare. 
2.3.2 Barriers to Emotion in Healthcare 
To explain the increasing complexity of healthcare provision, Watson (2009) argues that 
organisational demands, financial efficiency, and technological advances, are causes of 
emotional conflict. Consequently, these factors can harm nurses' capacity to provide 
compassionate care. Other incongruences have been identified, for example; resource 
shortages and increasing complexity cause a disconnect between the teaching in nurse 
education programs and the reality of patient care (Curtis, 2014; Maben et al., 2006; 
Turnbull & Weeley, 2013). These differences result in a conflict between reality and 
professional values, further contributing to emotional distress and attrition (Andrew et al., 
2008; Crombie et al., 2013; Maben et al., 2006; Williamson et al., 2013).  
While emotional engagement in nursing is a professional requirement, as yet there has 
been no systematic examination of the emotional self-management needed during clinical 
placement (Curtis, 2014; Gibbons, 2010; Jack & Wibberley, 2014; Shirey, 2007; Williams, 
2013a). In summary, a review of the literature surrounding emotional engagement in 
healthcare and nursing education suggests that how students manage their emotions 
requires further investigation. More recently, examination of the causes of attrition from 
nursing education programs has seen Hochschild’s (1983) theory on emotions in the 
workplace applied to nursing students. The following section will briefly outline emotion 
management theories and the relevance to nursing practice. 
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2.4 Emotion Management Theories: A Brief Overview 
There has been considerable theoretical development in the area of emotion in 
organisations over the last two decades. Seminal works by Hochschild (1983) on 
emotional labour; coping and appraisal theory (Folkman & Lazarus, 1988); emotion, 
cognition and motivation by Frijda (1988), and affective events theory (Cropanzano, 
Dasborough, & Weiss, 2017; Weiss & Cropanzano, 1996), have opened the door to 
investigation of emotion management and well-being. Interest in the emotional labour that 
nurses undertake when providing care for patients stems from research surrounding 
attrition in the nursing workforce. 
2.4.1 Emotional Labour 
Hochschild (1983) defines emotional labour as the expression, or suppression of 
emotions, that are employer – dictated display rules required in paid employment. 
Hochschild proposes that display rules are latent and an expected workplace norm, rather 
than a professional competency, clearly stated in a role description. For example; 
customer service employees are expected to maintain a smiling face to keep customers 
happy. There is an extensive body of nursing literature surrounding the need for emotional 
labour during nursing care (Curtis, 2014; Gray, 2009; Smith, 1991; Theodosius, 2006). The 
ongoing effect of emotional labour on individual experiences of affective events during 
clinical placement has not been explored to the same degree. 
The traditional focus on scientific and biomedical models of health service delivery has 
neglected the emotional engagement aspect of nursing (Erickson & Grove, 2008). To learn 
how to be an empathetic and compassionate nurse requires the ability to demonstrate 
emotion regulation behaviour and cognitive coping skill – something often learned on the 
job. How nursing students learn to regulate their own emotions, during emotional 
engagement with patients and their families has yet to be made clear. Attention will now 
focus on coping and appraisal theory to further examine the potential adverse effects of 
emotional engagement. 
2.4.2 Coping and Appraisal Theory 
Coping and appraisal theory was developed by Folkman and Lazarus (1988) who 
attempted to explain the different reactions to emotional stimuli. They suggested that 
primary and secondary appraisals were central to the way that individuals managed their 
coping responses. A primary appraisal resulted from an external emotional stimulus, which 
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influenced perception. A secondary appraisal subsequently assessed personal risk and 
determined the manner of emotional coping response. A lack of coping ability during 
emotional engagement may lead to emotional dissonance which has been described as a 
physical and psychological health risk to nurses (Augusto-Landa, López-Zafra, Berrios 
Martos, & Aguilar-Luzón, 2008; Benson, Ploeg, & Brown, 2010). 
Research evidence has shown that attrition is increased among nursing students who had 
difficulty managing affective events arising out of emotional engagement  (Andrew et al., 
2008; Wilson et al., 2011). The quality of patient care is at risk from decreased empathy 
and compassion as a result of reduced psychological coping resources. The nursing 
student may focus primarily on their own emotions as a coping response rather than be 
alert to the welfare of the patient (Rudman & Gustavsson, 2012). Also, emotion-focused 
coping has been associated with poorer mental health, as the persistence of negative 
thoughts increased the risk of anxiety and depression which contributed to a loss of work-
life satisfaction (Augusto Landa & Montes-Berges, 2009). Recent research has revealed 
that traumatic experiences, alienation and a lack of emotional support during clinical 
placement increased the risk of emotional distress and subsequently attrition (Arieli, 2013; 
Jack & Wibberley, 2014).  
2.5 The Effects of Emotional Engagement During Clinical Placement 
Exposure to affective events during emotional engagement results in (Andrew et al., 2008; 
Wilson et al., 2011). Unpleasant experiences during clinical placements may lead to 
inappropriate coping mechanisms and longer-term exacerbation of anxiety. Transitioning 
from the academic environment to clinical placement is known to create stress for nursing 
students (Levett-Jones, Pitt, Courtney-Pratt, Harbrow, & Rossiter, 2015; Msiska et al., 
2014; Thomas, Jinks, & Jack, 2015). Managing the demands of emotional engagement 
with healthcare consumers and also dealing with adverse workplace behaviour from others 
is challenging for nursing students and also for their retention in nursing programs. 
Recent research reveals that traumatic experiences, alienation and a lack of emotional 
support during clinical placement increases the risk of emotional distress and 
subsequently attrition (Arieli, 2013; Jack & Wibberley, 2014). Unfortunately, a lack of 
professional identity and incivility from other nurses is highlighted as a continuing problem 
in a recent study (Thomas et al., 2015). Unpleasant experiences during clinical placement 
may lead to inappropriate coping mechanisms and longer-term exacerbation of anxiety. 
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The following section introduces emotional intelligence as a significant influence on 
emotional labour before turning to an exploration of emotional intelligence theory and the 
related controversies. 
2.5.1 The Relationship between Emotional Labour and Emotional Intelligence 
There is evidence that emotional intelligence, particularly in the emotion management 
sphere, predicts job performance in high emotional labour roles (Joseph & Newman, 
2010). In the search to understand emotional engagement in nursing practice, the value of 
emotion might be made explicit by using a framework of emotional intelligence (Beauvais, 
Brady, O'Shea, & Griffin, 2011; Kooker, Shoultz, & Codier, 2007; McQueen, 2004; Por et 
al., 2011; Rankin, 2013). Interest in the value of emotional intelligence to nursing practice 
has produced a growing literature in the undergraduate and postgraduate domains as well 
as in professional practice. There is an increasing breadth of literature relating to the 
importance of emotional intelligence in nurses as an enabler of higher quality patient care 
(Beauvais et al., 2011; Kooker et al., 2007; McQueen, 2004; Por et al., 2011; Rankin, 
2013). Indeed, Rankin (2013) argues that assessment of emotional intelligence levels 
should be considered in the selection of nursing students. He identifies that emotional 
intelligence and the ability to provide compassionate care are closely interlinked. 
The biomedical model of clinical decision-making that has been adopted in nursing and 
healthcare excludes emotion and emotional intelligence (Barker, Linsley, & Trueman, 
2016; Hutchinson, Hurley, Kozlowski, & Whitehair, 2017). This may explain why nurse 
education has been slower to incorporate emotional intelligence within nursing curricula. 
The disciplines of medicine and dentistry have made attempts to include elements of 
emotional intelligence in professional education (Cherry, Fletcher, O'Sullivan, & Dornan, 
2014; Gorgas, Greenberger, Bahner, & Way, 2015; Munk, 2016). In physiotherapy and 
paramedicine emotional intelligence training is also being incorporated in pre-clinical 
education to assist in the development of self-awareness and stress amelioration (Patil, 
Naik, & De Sousa, 2016; Sellakumar, 2017). Notwithstanding this, there is still uncertainty 
about whether emotional intelligence influences emotional engagement during clinical 
placement. 
Emotional intelligence is a mental ability that allows individuals to solve problems by 
accurately perceiving the emotions of themselves and of others. Emotionally intelligent 
people facilitate higher levels of thinking to understand emotions and their meanings and 
thus are able to manage their own and the emotions of others to achieve goals (Mayer, 
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Caruso, & Salovey, 2016). These attributes are fundamental to the nursing role, but it is 
not clear if some nursing students have an innate skill in emotion management that may 
be attributed to higher levels of emotional intelligence. On this subject, research has found 
that higher levels of emotional intelligence contribute to a lower risk of emotional distress 
(Augusto-Landa et al., 2008; Austin, Dore, & O'Donovan, 2008).  
Despite scientific evidence that emotional intelligence contributes to success and overall 
well-being, questions remain about the usefulness of the construct. Specifically, there is an 
ongoing debate over the existence of emotional intelligence that is separate from other 
personality types (Hughes & Evans, 2018; McCleskey, 2014). There is, however, a general 
acceptance that emotional intelligence encompasses emotion management and that there 
is variation between individuals coping response to emotional stimuli (Cherniss, 2010). 
The controversy surrounding the existence of emotional intelligence as a formal 
intelligence as opposed to a set of personality traits will be examined in the next section. 
2.6 Introduction to Emotional Intelligence - Early Theoretical Development 
The application of emotional intelligence theory to human behaviour has increased in 
popularity since the 1980s following psychological research into multiple intelligences by 
Gardner (1983), who theorised that an individual possessed a number of independent 
intelligences. The eight intelligences that Gardner defined include, linguistic intelligence, 
musical intelligence, logical-mathematical intelligence, spatial intelligence, naturalistic 
intelligence, Bodily-Kinaesthetic intelligence, interpersonal intelligence and intrapersonal 
intelligence (Gardner, 2011). Cattell (1963) described two domains of intelligence: fluid 
intelligence (Gf) which is an innate cognitive ability; and crystallized intelligence (Gc) which 
includes knowledge, ability to make judgments and is learned by experience. Furthering 
Cattell’s work, Gardner (1985) and Sternberg (1985) suggested that the development of 
academic ability through the knowledge acquisition process does not explain the cognitive 
effects of situational and environmental experience. Later, Sternberg (Sternberg, 1988) 
argued that intelligent behaviour is underpinned by intrinsic mental functioning and 
experiences, which determine how an individual adapts to situations. Gardner (1995) 
expanded intelligence theory by suggesting that multiple types of intelligence account for 
personal and academic ability. 
From a clinical perspective, Damasio (1994) added further support for emotional 
intelligence theory by describing the effect of reduced emotions on decision-making and 
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social interaction. He discussed the negative intrapersonal and interpersonal experiences 
of a patient affected by dysfunctional emotion processing, following a procedure to remove 
a brain tumour. As a result of the theoretical and clinical findings, ongoing research activity 
in the area of emotional intelligence has led to the question of whether intelligence 
quotient (IQ) is the only predictor of success. The theoretical foundation of emotional 
intelligence has evolved since the 1980s to include research upon the influence of 
emotions and sociocultural differences on intelligence  (Sternberg, 2010). 
Before the 1980s, emotion and intelligence were considered to be separate constructs, 
and the relationship between emotional and sociocultural influences and intelligence was 
poorly understood. MacCann (2010) demonstrated a relationship between Gc and 
emotional intelligence and suggested that emotional intelligence may be a separate 
construct measurable as an intelligence in its own right, alongside auditory and 
visuospatial intelligence. Demonstrated links between academic achievement and 
emotional intelligence have been established, and a theoretical link between emotion and 
intelligence has been demonstrated in the last 15 years (Petrides & Furnham, 2003). 
Development in the theoretical foundations of emotional intelligence over the last 20 years, 
particularly in the organisational and behavioural sciences has generated interest from the 
service professions. The concept of emotional intelligence is based on three key points. 
Firstly; emotions are an essential part of life; secondly, the way that individuals perceive 
and manage emotions differs and thirdly; emotions contribute to overall ways of coping 
and well-being in all areas of life (Cherniss, 2010; Mayer, Roberts, & Barsade, 2008). 
There is continuing scholarly debate over the definition and measurement of emotional 
intelligence (Bucich & MacCann, 2019; Hughes & Evans, 2018; Maccann, Joseph, 
Newman, & Roberts, 2014; McCleskey, 2014), and this controversy will be discussed with 
reference to the various models and measures available. 
2.7 Defining and Measuring Emotional Intelligence 
The concept of emotional intelligence is defined by Mayer, Caruso, and Salovey (1999) as 
the ability to perceive and express emotion, assimilate emotion in thought, understand and 
reason with emotion and regulate emotion. Emotional intelligence is related to cognitive 
intelligence and develops through experience (Mayer et al., 2004). Also, researchers 
consider that emotional intelligence is a form of intelligence that is vital for perception and 
management of emotional information and assists in problem-solving (Salovey, Bedell, 
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Detweiler, & Mayer, 1999). Mayer, Salovey, and Caruso (2008) offer a more recent 
rendition of the definition as “the ability to carry out accurate reasoning about emotions 
and the ability to use emotions and emotional knowledge to enhance thought” (p. 511).  
During the last twenty years interest in the concept of emotional intelligence has spiralled 
in the areas of psychology, social science, education, healthcare and organisational 
development (Bar-On, 2000; Ciarrochi et al., 2000; Goleman, 1995; Jordan, Murray, & 
Lawrence, 2009; Mayer & Salovey, 1993; Petrides & Furnham, 2003; Schutte et al., 1998). 
Researchers have claimed outcomes in the business field, academic, personal and 
workplace achievement have been linked to high emotional intelligence ability (Goleman, 
1995; Mayer, Roberts, et al., 2008). The initial claims that emotional intelligence was 
responsible for achievement in the workplace led to an uptake in the organisational and 
human resources management spheres. While there is considerable support for the value 
of emotional intelligence in personal and work-life success, the variation in terminology 
used to describe the theoretical basis has made a unique definition difficult. 
Mayer and Salovey (1993) added to the uncertainty by proposing that emotional 
intelligence was a defined intelligence, furthering work by Payne (1985). As a result, there 
exists a considerable debate over the nature and measurement of emotional intelligence 
within the field of emotions research (Hughes & Evans, 2018; McCleskey, 2014). 
Emotional intelligence is generally described as the ability to manage own and others’ 
emotions to guide thoughts and actions (Mayer, Roberts, et al., 2008). Specifically, 
emotional intelligence includes the ability to perceive, to interpret, to generate and to 
understand emotions (Mayer & Salovey, 1997). Additionally, emotional intelligence may 
help individuals cope with emotional demands, thereby promoting physical and 
psychological well-being (Mayer, Roberts, et al., 2008). Thus, the present review 
examined the current state of knowledge surrounding emotional engagement and 
emotional intelligence in the context of clinical placements 
Despite scientific evidence that emotional intelligence contributes to success and overall 
well-being, there nonetheless remains ongoing debate over the usefulness of emotional 
intelligence (Antonakis, Ashkanasy, & Dasborough, 2009). More importantly, scholarly 
argument continues around the issue of whether emotional intelligence exists as a stand-
alone construct that is separate from personality traits (Ashkanasy & Daus, 2005; Hughes 
& Evans, 2018; McCleskey, 2014; Mestre, MacCann, Guil, & Roberts, 2016). This review 
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sought to examine current theories of emotional intelligence and, in particular, how 
measures have been used in the clinical placement context. 
There is continuing interest in the value of emotional intelligence to nursing practice and 
recommendations made that the construct is included in nurse education programs 
(Beauvais, Stewart, & DeNisco, 2014). The requirement for compassionate care has led to 
an increase in research activity about the potential value of emotional intelligence in 
nurses and nursing students (Benson, Martin, Ploeg, & Wessel, 2012; Hurley, Hutchinson, 
Kozlowski, Gadd, & Van Vorst, 2020; McCloughen & Foster, 2017; Rankin, 2013; Štiglic et 
al., 2018). Besides, there is evidence that higher emotional intelligence is linked to clinical 
performance and quality patient care (Beauvais et al., 2011; Foster et al., 2018; Hurley et 
al., 2020; Rankin, 2013). Despite this interest, the variety of emotional intelligence 
measures adopted makes systematic review or meta-analysis problematic. Therefore, the 
next section will provide an overview of measures and models of emotional intelligence to 
support the need for consistency. 
2.8 Emotional Intelligence: Conceptualisation 
The disagreement over the theoretical basis and measurement of emotional intelligence 
has been attributed to a lack of empirical research and unfounded claims of improved job 
and personal performance (Conte, 2005; Hughes & Evans, 2018; Landy, 2005; Matthews, 
Zeidner, & Roberts, 2012; McCleskey, 2014). The fallout from apparently unsubstantiated 
reports of personal and organisational success by early pioneers has unfortunately further 
clouded scientific debate on the topic (Ashkanasy & Daus, 2005; Ciarrochi et al., 2000; 
Petrides & Furnham, 2003; Roberts, Zeidner, & Matthews, 2001). The primary conflict in 
the underpinning theories of emotional intelligence relates to whether emotional 
intelligence is an ability to reason about emotion, or a trait, for example as measurable by 
the “Big Five” personality traits of neuroticism, extraversion, openness to experience, 
agreeableness and conscientiousness (Costa Jr & McCrae, 1992).  
As discussed previously, the various models are widely discrepant, and the correlation 
between models is so narrow that concerns have been raised as to whether the tests are 
measuring the same construct (Bucich & MacCann, 2019; Hughes & Evans, 2018; 
McCleskey, 2014; Mestre et al., 2016). Debate on the psychometric properties of each test 
and whether the factors measure what they intend to continues in the organisational 
behaviour and psychology literature (Conte, 2005; Fiori & Vesely-Maillefer, 2018; Hughes 
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& Evans, 2018; Matthews, Roberts, & Zeidner, 2004; McCleskey, 2014; Mestre et al., 
2016). Sceptics maintain that the construct of emotional intelligence appears to 
encompass everything from emotional perception through to social skills and 
competencies (Brody, 2004; Conte, 2005; Jordan et al., 2009; Kim & Kim, 2017; Locke, 
2005; Matthews et al., 2012). The ongoing debate has led to claims that emotional 
intelligence is nothing more than a passing trend lacking reliable measurement tools and 
thus the construct is unsupported by empirical research (Cherniss, 2010; Conte, 2005; 
Landy, 2005). However scientific debate and a breadth of research upon emotional 
intelligence has provided strong evidence to support the argument that it is an individual 
characteristic worthy of recognition in emotion management (Ashkanasy & Daus, 2005; 
Ashkanasy & Humphrey, 2011; Cherniss, 2010; Daus & Ashkanasy, 2005).  
Ashkanasy and Daus (2005) and more recently O'Boyle, Humphrey, Pollack, Hawver, and 
Story (2011) contended that the existing conceptualisations of emotional intelligence were 
not related to each other. Unfortunately, critics have tended to broadly compare all three 
streams under the banner of emotional intelligence, rather than review each model on its 
own merits. As Daus and Ashkanasy (2005) suggested the sheer volume of measures 
reduced any incremental validity potential and with it raised questions about the empirical 
scientific basis for the construct. One explanation for the ongoing controversy about 
emotional intelligence stems from confusion between the terms of emotional intelligence 
and emotional competence (Cherniss, 2010; Daus & Ashkanasy, 2005). 
As Cherniss (2010). points out, emotional intelligence is based on three key concepts. 
First, emotions are an essential part of life. Second, the way that individuals perceive and 
manage emotions differs. Third, emotions contribute to overall ways of coping and well-
being in all areas of life (Cherniss, 2010). There is also considerable support for emotional 
intelligence in personal and work-life success, although theoretical variation has made a 
unique definition difficult (Ashkanasy & Daus, 2005). There are two issues of conflict 
surrounding emotional intelligence. The first is whether the construct represents the ability 
to reason about emotion or whether it is more appropriately cast as a personality trait.  
The second is controversy surrounding measurement: whether emotional intelligence can 
be measured using self-report, or whether an IQ-style measure of emotional intelligence 
ability is needed. As a consequence of these issues, widely discrepant measures of 
emotional intelligence are currently in use, and the correlation between them usually so 
low that concerns have been raised as to whether the tests measure the same construct 
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(Brackett & Mayer, 2003). To enable scholars to differentiate more clearly between the 
different theoretical views of emotional intelligence, Ashkanasy and Daus (2005) outlined 
three approaches to the measurement of emotional intelligence, which they refer to as 
three “streams”. 
2.8.1 Stream 1: Ability Measures 
The ability model of emotional intelligence is based on the Mayer Salovey Caruso 
Emotional Intelligence Test (MSCEIT) and is a performance measure. The MSCEIT today 
is generally seen to provide the most valid measure of emotional intelligence and has the 
least overlap with measures of personality (Joseph, Jin, Newman, & O'Boyle, 2015; 
Mayer, Roberts, et al., 2008). The test is composed of a series of questions and task-
based scenarios. The questions have right or wrong answers as agreed by consensus 
(agreement by a panel of experts in the field) or expert opinion. However, questions were 
raised as to the validity and reliability of the original tool and further development was 
undertaken (Mayer, Salovey, Caruso, & Sitarenios, 2001). 
Cherniss (2010), in a critique of the existing emotional intelligence models, also noted that 
the ability model is more closely related to the standard intelligence. It is measured by 
performance and aptitude in areas such as the ability to problem-solve. Furthermore, 
O'Boyle et al. (2011) suggested that the MSCEIT was more closely aligned with standard 
intelligence tests as a predictor of work performance. O’Boyle and colleagues argue that 
closer linkages were more a benefit than a detriment, as correlations may indicate some 
degree of construct validity which serves as a differing perspective on the argument.  
The current version MSCEIT (v2) contains 141 items to measure four sub facets or 
branches of emotional intelligence; 1) perception, appraisal and expression of emotion; 2) 
emotional facilitation of thinking; 3) understanding and analysing emotional information 
and 4) regulation and management of emotion. The four sub-groups are attached to two 
hierarchies, the first two are components of experiential, emotional intelligence, and the 
last two are components of the strategic emotional intelligence. The MSCEIT aims to 
measure emotional intelligence as a single ability and more focus on the individual sub-
branches rather than the total score may provide a clearer understanding of the construct 
(Fiori & Antonakis, 2011). 
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2.8.2 Recent Developments in Ability Emotional Intelligence 
Nonetheless, several recent additions to ability emotional intelligence represent attempts 
to improve psychometric qualities of emotional intelligence measures by using existing 
theories of emotion recognition (Cherniss, 2010). These include (Nowicki & Duke, 1994) 
Diagnostic Analysis of Nonverbal Accuracy (DANVA), Matsumoto et al. (2000) Japanese 
and Caucasian Brief Affect Recognition Test (JACBART), Scherer and Scherer (2011). 
Emotion Recognition Index (ERI) and Bänziger, Grandjean, and Scherer (2009), 
Multimodal Emotion Recognition Test (MERT). All of the emotion recognition ability tests 
use facial expressions except the MERT which uses audio-visual depictions of emotional 
stimuli.  
A simplified number of emotions and responses in the emotional recognition ability tests 
has been identified as a limitation, as emotion differentiation between individuals is more 
difficult. In this review, however, research articles with an “affective events” focus that 
adopted either an ability emotional intelligence measure or one of the newer emotion 
recognition tests in nurse education were not identified. A further limitation is that the 
ability emotional intelligence measures appear to be correlated with measures of general 
intelligence (O'Boyle et al., 2011). 
Situational Judgement Tests (SJT) represent another form of ability test and have been 
developed by MacCann and Roberts (2008) and Roberts (2008), Mortillaro, Schlegel, & 
Rotondi (2015), Nelis, Quoidbach, Hansenne, and Mikolajczak (2011) and Sharma 
Sharma, Gangopadhyay, Austin, and Mandal (2013). SJT’s are scenario-based tests 
where respondents are presented with descriptions of situations and asked to choose the 
most appropriate response from a range of alternatives. An advantage of the SJT lies in 
the ability to construct emotion-based scenarios that are relevant to specific domains. The 
Situational Test of Emotion Management (STEM) and Situational Test of Emotional 
Understanding (STEU) developed by MacCann and Roberts (2008) represent alternative 
higher-order tests similar to the understanding and management branches of the MSCEIT.  
Schlegel, Grandjean, and Scherer (2014), developed the Geneva Emotion Recognition 
Test (GERT), which covers a wide range of emotions and uses item response theory 
(IRT). The GERT contains short video clips of 14 emotions, of which six (6) are positive, 
and responses are either correct or incorrect. Subsequently, Schlegel and colleagues 
developed the Geneva Emotional Competence Test (GECO), which is based in turn on the 
GERT. The application of multi-modal techniques, using different performers, aims to 
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capture a broader range of emotions than the existing tests of emotion recognition. Recent 
publication of another ability-based test; Smieja, Orzechowski, and Stolarski (2014), Test 
of Emotional Intelligence (TIE), has also shown reliability (r2=0.88) and moderate validity 
when compared with other emotional intelligence tests. Like the MSCEIT, TIE scoring is 
based on expert judgment and was developed as an alternative ability model. The tests 
authors claimed that the TIE was independent of personality dimensions as measured by 
NEO-PI-R (Costa Jr & McCrae, 1992). 
In summary, ability emotional intelligence construes emotional intelligence as an ability or 
form of intelligence as defined by ‘the ability to carry out accurate reasoning about 
emotions and the ability to use emotions and emotional knowledge to enhance thought’ 
(Mayer et al., 2008, p.511). The ongoing argument over the distinction between emotional 
intelligence and emotional/social competence continues to cause confusion. Cherniss 
(2010) cogently argued that when the value of emotional intelligence is discussed relative 
to general intelligence, there was a danger that in reality, references were being made to 
facets of emotional/social competence. Such that when emotional intelligence is 
contextualised as an ability, then performance emotional/social competence facets will be 
less likely to be related. The following section provides a brief overview of the popular self-
report stream two measures to allow theoretical differentiation between the three streams 
of emotional intelligence.  
2.8.3 Stream 2: Self-report Measures 
Stream 2 measures are linked to ability emotional intelligence but use self/peer report. 
Evidence on the psychometric properties of a variety of self-report emotional intelligence 
measures have demonstrated that there is considerable interest in the application of the 
Stream 2 models in the study of work performance. Disadvantages of self-report measures 
include a risk of faking, respondent concern over social desirability or the individual may 
lack awareness of their own emotional responses (Cherniss, 2010). These instruments 
include for example; the Multi-Branch Emotional Intelligence Scale (MEIS) developed by 
Mayer et al. (1999) and the Workgroup Emotional Intelligence Profile (WEIP) developed by 
Jordan, Ashkanasy, Hartel, and Hooper (2002). Mayer, Caruso and Salovey (1999) 
originally developed the MEIS which measures emotional intelligence through an 
individual’s responses to emotional problem-solving. This test assesses emotional 
intelligence by measuring correct or incorrect responses to emotional problems.  
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Other popular self-report measures have been used to assess or predict work 
performance include the Schutte Emotional Intelligence Scale (SEIS) developed by 
(Schutte et al., 1998). The SEIS is based on the Mayer, Salovey Caruso four-branch 
model. Although the SEIS has been used in a few studies, Brackett and Mayer (2003) and 
Mayer (2003) expressed concerns about the tests associations with other personality 
measures. For example; the NEO-PI-R (Costa Jr & McCrae, 1992) which assesses 
Neuroticism, Extraversion, Openness to Experience, Agreeableness and 
Conscientiousness. Jordan et al. (2002) developed the WEIP (Workgroup Emotional 
Intelligence Profile) for application to workplace teams. Jordan and his colleagues reported 
that the WEIP has convergent validity with emotional intelligence scales at that time and 
predicted team performance. The WLEIS (Wong Law Emotional Intelligence Scale; Wong, 
2002)  is another self-report measure that is based on the four-branch model that has 
been used to measure performance. These scales lack context-specific scenarios, and in 
this regard, there is a need to differentiate tests for particular work roles, and occupations. 
In summary, Stream 2 measures are based on the ability model of emotional intelligence 
but use self/peer report about emotions rather than testing performance via tasks and 
scenarios.  
2.8.4 Stream 3: Mixed Model measures 
The third approach, (Stream 3) is known as the “mixed model” and measures combine 
elements of personality and traits not included in the original Mayer and Salovey (1997) 
ability concept. Mixed models of emotional intelligence measure a range of competencies, 
such as; personality and emotion regulation skills (Petrides & Furnham, 2003). Mayer, 
Roberts, et al. (2008) argue that some of the constructs found in mixed model 
measurement tests do not measure either emotional reasoning or emotional knowledge. 
As such, Trait emotional intelligence theory views emotional intelligence as a mixture of 
traits and personality variables rather than a type of intelligence (Matthews et al., 2004). 
Proponents of the mixed model approach assert that emotional intelligence is a mixture of 
personality traits and competencies, which are used to perceive and manage relationships 
(Goleman, 1995). Ashkanasy and Daus (2005) are particularly critical of Stream 3 models, 
arguing that they diverge from the core constructs in emotional intelligence and correlate 
strongly with measures of personality. Similarly, Bar-On (2006) asserts that his newly 
developed Emotional-Social Intelligence Test (ESI) is a ‘multi-factorial array of interrelated 
emotional and social competencies, skills and facilitators that influence one’s ability to 
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recognize, understand and manage emotions’ (p. 22). Palmer, Stough, Harmer, and 
Gignac (2009) developed the Genos Emotional Intelligence Inventory not as a measure of 
emotional intelligence but as a measure of individuals emotionally intelligent 
characteristics within the workplace context. Despite their divergence from the Mayer and 
Salovey (1997) definition of emotional intelligence, there is evidence mixed models that 
include measures of traits and personality are better predictors of well-being than the 
Stream 1 ability emotional intelligence measures (Mikolajczak, Menil, & Luminet, 2007; 
Petrides & Furnham, 2003).  
To summarise, Stream 3 measures include personality and traits not included in the 
original Mayer and Salovey (1997) ability concept. One study that adopted the mixed 
model described by Goleman, Boyatzis, and McKee (2002) met the inclusion criteria for 
this review. Note, however, that Ashkanasy and Daus (2005) argue that the predictive 
success of these measures is most likely a reflection of their correlation with personality. In 
a nutshell, over the last decade, scholars argue that emotional intelligence may be better 
understood by differentiating between the various models and theoretical underpinnings 
rather than by comparing the various tests (Ashkanasy & Daus, 2005; Cherniss, 2010).  
2.9 Emotional Intelligence in Nurse Education 
While the role of emotion and emotional intelligence in organisational behaviour is well 
recognized, empirical research investigating the role of emotional intelligence in nurse 
education is relatively recent. Despite the ongoing theoretical debate surrounding the 
construct of emotional intelligence, the last ten years has seen a surge of published works 
on the relevance of emotional intelligence within nursing education (Beauvais, Stewart, & 
DeNisco, 2014; Codier & Odell, 2014; Foster, McCloughen, Delgado, Kefalas, & Harkness, 
2015; Rankin, 2013; Şenyuva, Kaya, Işik, & Bodur, 2014).  
Review of the literature indicated that emotional intelligence is well fitted to the range of 
professional nursing competencies with links to nursing practice domains (Beauvais et al., 
2011). As discussed earlier, the ability to manage ones’ own and others’ emotions during 
the compassionate care of patients and their families is a key professional attribute. 
Nursing students need to develop empathy, compassion and ability to manage emotional 
demands during their program of study in preparation for professional practice. However, 
nursing standards of professional competency do not elaborate on how emotional 
demands that may result in an affective event during patient care are managed by the 
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individual (Huynh, Alderson, & Thompson, 2008; Shirey, 2007). Although the risk of 
emotional distress for nurses is well known, proven management strategies to reduce the 
associated risks are elusive. Recognition that nursing students are exposed to similar risks 
of emotional distress has provided a growing body of research on the causes and effects 
of affective events following emotional engagement during clinical placement.  
The shift towards a deeper understanding of the causal factors contributing to attrition has 
highlighted the value of emotional intelligence within nurse education. Researchers in the 
field of nurse education have attempted to define the way that emotional intelligence has 
an impact on nursing performance, following investigation of how healthcare workers 
develop an ability to cope with emotional demands in the workplace (Bennett & Lowe, 
2008; Gray, 2009; Huynh et al., 2008; Mikolajczak et al., 2007). Several studies have 
explored nursing performance and emotional intelligence, however, a lack of consistency 
in the use of emotional intelligence instruments limits comparison. 
Emerging research from exploration of the value of emotional intelligence in postgraduate 
nurses has led to studies on its effect in nursing students as a precursor to professional 
practice. The principle concept of emotional intelligence is related to the need for nursing 
students to be aware of their own and others’ emotions when providing compassionate 
care. Further, Austin et al. (2008) argued that ways of coping with affective events such as 
those experienced during nursing practice was primarily influenced by emotional 
intelligence. Overall there is some evidence that the emotional intelligence abilities of 
perception, facilitation, understanding and management of own and others’ emotions may 
help nursing students to prepare for emotional engagement during clinical placement 
(Benson et al., 2012; Codier & Odell, 2014; Reeve, Shumaker, Yearwood, Crowell, & 
Riley, 2013; Şenyuva et al., 2014). 
2.9.1 Pre-Program Entry Screening 
Several studies within the nursing literature have investigated whether emotional 
intelligence can be improved by specific training or development programs (Al-Faouri, Al-
Ali, & Al-Shorman, 2014; Cherry, Fletcher, O'Sullivan, & Shaw, 2012; Choi, Song, & Oh, 
2015; Harrison & Fopma-Loy, 2010; Karimi, Leggat, Bartram, & Rada, 2018; Kozlowski, 
Hutchinson, Hurley, & Browne, 2018). To avoid the controversy surrounding the choice of 
emotional intelligence measure and to provide a scaffold for nursing students, some 
researchers viewed emotional intelligence as a support tool. Early discussion of the value 
of emotional intelligence to nurse education focused on whether emotional intelligence 
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could be measured and used as a component of tertiary education entrance criteria to 
identify individuals with caring characteristics (Brewer & Cadman, 2000; Cadman & 
Brewer, 2001; Hurley, 2008; Wilson & Carryer, 2008).  
Some support for pre-entry screening for emotional intelligence exists, although there 
remains considerable debate on which model would be appropriate as part of entrance 
selection criteria. More recently, Foster et al. (2015) suggested that pre-entry emotional 
intelligence screening would be better in supporting the development of emotional 
intelligence education rather than as a selection tool. While research upon the predictive 
value of emotional intelligence as a recruitment and retention tool continues, nursing 
scholars have widened the approach to provide evidence that emotional intelligence is a 
requirement for nursing practice. However, as yet there is no empirical evidence to predict 
academic achievement or clinical performance by measuring emotional intelligence scores 
on entry to a nursing education program (Lyon, Trotter, Holt, Powell, & Roe, 2013; Rankin, 
2013). 
Having reviewed the existing conceptualisations of emotional intelligence and also the 
literature relating to nurse education; Lewis, Neville and Ashkanasy examine the literature 
surrounding the effects of emotional intelligence on the way that nursing students perceive 
and manage affective events during clinical placement. In particular, the driving research 
question is: What is the current state of knowledge surrounding emotional intelligence and 
affective events arising during clinical placement experiences? 
2.10 Method 
An integrative review methodology described by Whittemore and Knafl (2005) was used to 
synthesise study methods and results relating to emotional intelligence, emotional 
engagement and management of affective events in nursing students. This method allows 
a systematic approach to extend the knowledge base surrounding emotional intelligence in 
the context of clinical placement experiences.  
2.10.1 Data Sources 
We searched the CINAHL, MEDLINE, PsycINFO, Scopus, Web of Science, ERIC and 
APAIS-Health databases using the following keywords: (“emotional intelligence”) and 
(nurs*), (student*), (emotion*), (*stress), (cop*), (affect*). We used the keywords in 
combination with each other and in truncated form ((Greenhalgh & Peacock, 2005). 
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Finally, we employed a snowball method to search for articles not identified in the initial 
search. In addition, we did not identify any new sources of information during a search of 
grey literature.  
2.10.2 Inclusion and Exclusion  
We limited the search to articles published in the English language between 1990 and 
2016. We retrieved articles that related explicitly to emotional intelligence, students, 
emotional engagement and management of affective events; and excluded articles that 
focused on nursing management, leadership or postgraduate nursing. We also excluded 
articles if they focused on emotional intelligence training in nurse education (see Figure 2-
1).  
Figure 2-1 Screening process undertaken for articles 
Initial Search= 32 
Full text articles 
retrieved after 
abstracts screened = 
19 articles and 3 
theses 
Excluded articles 
not related to 
emotions and EI = 7 
Not published in 
English= 3 
Articles printed and 
read = 21 
7 articles and 
3 theses eliminated 
Final number of 
articles selected  
= 10 
 
Articles retrieved 
after hand 
searching 
reference lists 
= 0 
Articles excluded as 
they did not 
specifically relate to 
nursing students 
and emotions or EI 
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2.10.3 Screening 
Articles identified as relevant were downloaded using proprietary referencing software. 
Two researchers (Gillian Lewis and Professor Christine Neville) reviewed the abstracts for 
quantitative, qualitative, theses and theoretical articles and those that met the inclusion 
criteria were printed and read in full. Screening of the articles began with examination of 
methodology, emotional intelligence model and variables measured. Only ten articles met 
the inclusion criteria; therefore, we included all articles in the review 
2.11 Data Analysis  
Analysis of the articles began with examination of methodology, keywords, construct and 
variables measured. We extracted relevant data, including, study purpose, design, sample, 
methods and findings reported by study authors and summarised in table form (see Table 
1). We synthesised all of the included articles by comparing and interpreting findings to 
identify themes and by grouping them by similarity.  
2.12 Results 
The review uncovered ten relevant articles (nine quantitative; one qualitative) published 
between 2007 and 2015. Six of the articles originated in Spain, two from United Kingdom, 
one from the USA and one from Singapore. Nine of the studies adopted the Stream 2 self-
report model and one used a Stream 3 mixed model. The Trait Meta Mood Scale (Salovey, 
Mayer, Goldman, Turvey, & Palfai, 1995), was adopted by seven of the studies included in 
this review, and the SEIS (Schutte et al., 1998) accounted for two further studies that met 
the inclusion criteria. 
To address the research question, we categorise the findings according to four themes: (1) 
emotional intelligence as a buffer for stress; (2) emotional intelligence to reduce fear and 
anxiety about death and dying; (3) emotional intelligence as a means to promote effective 
communication; and (4) emotional intelligence associated with improved performance. In 
the following paragraphs, each of the themes is discussed in detail. 
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Table 2-1 Methodological details of studies examining emotional intelligence and emotional engagement in nursing students  
 
EI = Emotional intelligence; PEI = Perceived emotional intelligence; .SEIS = Schutte Emotional Intelligence Scale (Schutte et al., 1998); 
TMMS = Trait Meta Mood Scale (Salovey et al., 1995) 
Authors/year/country Purpose Sample 
Size (n) 
Variables EI Measure 
Aradilla-Herrero et al. 
(2012), Spain 
Analyse relationships between death attitudes and PEI 243  Death attitudes TMMS 
Augusto Landa, et al. 
(2009), Spain 
Examine the role of PEI in relation to nursing student self-concept 135  Personality traits 
Self-concept 
TMMS 
Augusto-Landa and Montes-
Berges, (2009), Spain 
Examine relationship between PEI, health and somatic illness 116  Health 
Somatic symptoms 
TMMS 
 
Birks et al., (2009) United 
Kingdom 
Investigate if differences between EI and stress in four health 
professions’ students 
104  Perceived stress scale SEIS 
 
Chan et al. (2011) 
Singapore 
Establish if nursing students have different demographic profiles, 
related to their EI, social support and stress levels 
112  Demographic 
Social support 
Stress levels, confidence, education, finances 
TMMS 
 
Edo-Gual et al. (2015) 
Spain 
Analyse relationship between EI, death attitudes, resilience and self 
esteem 
760 Death anxiety 
Resilience 
Self-esteem 
TMMS 
Espinoza et al (2012) 
Spain 
Understand fear of death in relation to EI and other variables 88 Fear of death 
Sociocultural differences 
TMMS 24 
(Spanish 
Version) 
Montes-Berges and Augusto 
(2007) 
Spain 
Analyse the relationship between PEI, coping, social support and 
mental health  
119  Mental health 
Coping,  
Social support 
TMMS 
Por, et al. (2011)  
United Kingdom 
Explore EI and the relationship with perceived stress, coping 
strategies, subjective well-being, perceived nursing competency 
and academic performance 
130  Perceived stress 
Subjective well-being 
Perceived nursing competency 
Grade Point Average  
SEIS 
Harrison and Fopma-Loy 
(2010)  
United States America 
Develop and test if 10 reflective journal prompts encourage 
reflection on EI competencies 
16  Qualitative study Goleman, 
Boyatzis & 
McKee (2002)         
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2.12.1 Theme 1: Emotional Intelligence Buffers Stress 
As expected, in reviewing the literature surrounding emotional intelligence, emotional 
engagement and affective events, the most common theme related to the influence of 
emotional intelligence on physical and psychological effects of stress. Five studies 
reported positive associations between emotional intelligence, physical and psychological 
(Augusto Landa & Montes-Berges, 2009; Birks et al., 2009; Chan, Creedy, Chua, & Lim, 
2011; Montes-Berges & Augusto, 2007; Por et al., 2011). In support of the contention that 
emotional intelligence moderates the effect of stress, Montes-Berges and Augusto (2007), 
Birks et al. (2009) and Por et al. (2011) reported a direct relationship between higher EI, 
and lower levels of stress.  
Augusto Landa and Montes-Berges (2009) highlight that students with higher EI scores 
experienced better levels of general health than those with lower scores. These results 
were supported by Por et al. (2011), and mirror research findings from other disciplines 
(Ruiz-Aranda et al., 2014). In reference to psychological effects, these results tell us that 
EI contributes to overall well-being by reducing the risk of depression and anxiety (Augusto 
Landa, López-Zafra, Aguilar-Luzón, & Salguero de Ugarte, 2009; Chan et al., 2011; 
Montes-Berges & Augusto, 2007). An avoidance coping style resulted in suboptimal 
academic and clinical performance and a higher risk of emotional distress (Augusto Landa 
et al., 2009; Por et al., 2011). Emotion-focused coping was also found to be associated 
with poorer mental health, insofar as the persistence of negative thoughts increases the 
risk of anxiety and depression, which contributes to loss of work-life satisfaction (Augusto 
Landa & Montes-Berges, 2009). This provides evidence that lower EI, particularly an 
inability to perceive and understand emotion, may lead to anxiety and depression. 
2.12.2 Theme 2: Emotional Intelligence Reduces Death Anxiety  
Three of the included studies examined relationships between emotional intelligence and 
attitudes to death and dying (Aradilla-Herrero, Tomás-Sábado, & Gómez-Benito, 2012; 
Edo-Gual, Monforte-Royo, Aradilla-Herrero, & Tomás-Sábado, 2015; Espinoza & 
Sanhueza, 2012). Aradilla-Herrero et al. (2012) found that nursing students with higher 
emotional intelligence experience less fear of death of others. They also found that fear of 
death of others decreased across a three-year nursing program. Espinoza and Sanhueza 
(2012) reported similar findings whereby those students with higher emotional intelligence 
experience less fear of death of others as they progress through their education 
programs.  
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2.12.3 Theme 3 Emotional Intelligence Promotes Effective Communication 
Preparation for emotional engagement and the development of communication skills are 
important for patient care and multidisciplinary (Chan, Sit, & Lau, 2014; Montes-Berges & 
Augusto, 2007). Nursing students need to begin developing effective communication skills 
very early to manage conflict, which represents an inevitable but potentially distressing 
part of nursing practice. Chan et al. (2014) showed that students with higher levels of 
emotional intelligence tend to use conciliatory communication methods to deal with 
conflict, whereas those with lower levels of emotional intelligence are more likely to use 
avoidance strategies. Given that teamwork and communication are vital to nursing care, 
avoidance strategies would, therefore be less desirable. Similarly, Montes-Berges and 
Augusto (2007) identified that nursing students with higher scores in emotional intelligence 
are less likely to engage in confrontation, most probably because they can identify and 
moderate specific emotions.  
2.12.4 Theme 4: Emotional Intelligence Leads to Improved Performance 
Harrison and Fopma-Loy (2010) used reflective journal prompts based on a mixed model 
of emotional intelligence described by Goleman et al. (2002). They found that emotional 
awareness helps nursing students to understand and manage anger, frustration and 
anxiety during interactions with patients. This research adds support to the contention that 
emotional intelligence may be further developed using learning strategies aimed at 
improving emotional intelligence. Harrison and Fopma-Loy (2010) argue in this regard that 
an ability to manage emotional reactions should result in improved patient care outcomes, 
nursing performance and ultimately lead to reduced attrition rates. This research provides 
empirical support for previous research that identified the ability to manage one’s own and 
others’ emotions as vital for judgment making, problem-solving and performance (Kooker 
et al., 2007). 
2.13 Discussion 
This review has synthesised a relatively small amount of literature relating to emotional 
intelligence and affective events arising out of emotional engagement during clinical 
placement. The majority of studies included in this review originated in Spain, with smaller 
representation from the UK and the USA. The ten articles identified in this review have all 
been published since 2007 which indicates that emotional intelligence and the effects of 
emotional engagement is a relatively new subject of inquiry. Self-report tests (Stream 2) 
Ch 2 Literature Review 
 34 
were identified as being the most popular, followed by mixed model (Stream 3) tests. 
Unfortunately, it appears that the cost and availability of ability (Stream 1) emotional 
intelligence tests may have contributed to the choice of test. As a consequence of this, the 
number of different variables examined has led to considerable heterogeneity, which in 
part may be attributed to confusion in the definition of emotional intelligence. As 
recommended by scholars in emotion-related fields, a consistent approach to 
measurement, choice of variables and replication of studies would make more explicit the 
advantages of emotional intelligence, particularly concerning affective events. 
Mayer and Salovey (1997) argued that the ability to respond to affective events requires 
nursing students to use emotional perception, facilitation, understanding and management 
skills in order to provide holistic care to the patient. Overall, there is evidence that 
adequate levels of emotional intelligence may help nursing students to prepare for 
emotional engagement during clinical placement. Additionally, the review provided support 
for previous research around coping styles, positive stress management, anxiety and 
mental health (Begley & Glacken, 2004; Ciarrochi et al., 2000). The moderating effects of 
emotional intelligence on stress levels supported previous research in healthcare 
(Augusto-Landa et al., 2008; Ciarrochi, Deane, & Anderson, 2002; Mikolajczak et al., 
2007)..A high level of emotional stress was reported in the studies reviewed, and this is of 
concern, especially insofar as emotional stress can increase attrition.  
Nursing students identified particular causes of emotional stress, for example, providing 
end-of-life care, which indicates that there is a need to monitor the effects of clinical 
placement. Emotional intelligence training for pre-placement preparation is an area that 
needs further development. Some authors attempted to identify the nature of between-
person differences by focusing on emotion management strategies (Montes-Berges & 
Augusto, 2007; Por et al., 2011). This may provide much-needed evidence and direction 
for the creation of pre-placement supports. For example, nursing students with higher 
levels of emotional intelligence seem more likely to seek social support when faced with 
emotional engagement, rather than adopting an avoidance coping style. Specifically, 
individuals who understand and manage their emotions tend to adopt a problem-focused 
coping approach (which reduced stress levels). Problem-focused coping styles also 
contributes to improved nursing performance and academic outcomes (Montes-Berges & 
Augusto, 2007; Por et al., 2011).  
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The findings of the studies reviewed also supported previous assertions that high 
emotional intelligence levels allow perception and management of emotions that are more 
efficient and linked to adaptive coping (Mikolajczak, Nelis, Hansenne, & Quoidbach, 2008). 
Recent research on the topic of coping, support seeking and emotional intelligence has 
shown positive outcomes for individuals who seek support from others  (Zeidner & 
Matthews, 2016). Therefore, clear guidance to nursing students provided before clinical 
placement about what supports are available would be of benefit.  
The review identified that students find end-of-life care as particularly stressful  (Jack, 
2012; Parry, 2011; Rees et al., 2015). Fear of death seems to be high in nursing and likely 
to be higher in those individuals who feel ill-prepared  (Espinoza & Sanhueza, 2012). With 
the potential for emotional distress because of exposure to death, the ability to understand 
and to manage own emotions is essential for quality patient care. All the authors 
recommended that emotional intelligence education prior to clinical placement would be of 
value in reducing the anxiety and fear surrounding end-of-life care. They discussed 
linkages to compassion, and particularly, the need to establish relationship boundaries and 
positive coping strategies. 
Several challenges to the adoption of emotional intelligence in nursing education programs 
were found. These primarily relate to different expectations of emotional engagement in 
nursing practice. While healthcare organisations attempt to improve nursing roles and to 
reduce attrition, the underlying conflict between caring and organisational demands needs 
addressing at both a professional and system-level (Watson, 2009). Nursing students, 
over time, develop an experience of managing their own and others’ emotions during 
nursing practice. Therefore, emotion, a natural component of nursing, appears to be 
embedded in professional practice. Additionally, if emotional intelligence supports higher 
quality nursing performance and care, then increased consideration of the effects of 
emotion would appear to be a positive adjunct to nursing education programs. 
Finally, as with any research, it is acknowledged that the study has limitations. First, 
because of the range of emotional intelligence measures used, elements of each 
emotional intelligence construct adopted for individual studies (total or branch scores) and 
the lack of comparable variables, systematic review or meta-analysis was not practical. 
Consistency in the use of scientifically validated tests would provide much-needed 
evidence, a point acknowledged by many researchers investigating emotional intelligence 
in nursing. Ultimately, there is a need for a consistent approach to the study of emotional 
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intelligence within nurse education to allow generalisation to the population of nursing 
students undertaking their programs of education. 
A further limitation is that none of the studies identified used a Stream 1 measure of 
emotional intelligence. Given the strong correlation of Stream 2 and (especially) Stream 3 
models with personality, it could well be that the results reported in this review are an 
artefact of this correlation. In this regard, there remains scope for future studies that 
employ a Stream 1 measures such as the MSCEIT. 
2.14 Conclusion 
An interest in the potential value of developing emotional intelligence to build and to 
sustain nursing competence has grown in popularity over the last decade. There remains 
no systematic understanding of how nursing students manage the emotional stress 
response to affective events during clinical placement, however. The lack of understanding 
remains despite recognition that nursing students experience emotional distress, 
particularly during mandatory clinical placement. Emotional engagement continues to be a 
tacit part of nursing practice, widely researched but lacking recognition in nursing 
education curricula. The literature on dissatisfaction and attrition because of stressors 
associated with emotional engagement supports the need for the topic to be included in 
nursing education programs. Various stressors were identified, ranging from poor clinical 
placement experiences to exposure to the suffering and death, of patients (Andrew et al., 
2008; Hamshire, Willgoss, & Wibberley, 2012; Jack, 2012; Parry, 2011; Rees et al., 2015). 
The literature surrounding attrition from nurse education programs because of the stress 
associated with emotional engagement supports the need for inclusion of emotional 
intelligence education. In this regard, the review found that a body of research is emerging 
on the causes and effects of emotional engagement during clinical placement and 
especially highlighted the evidence that emotional intelligence appears to buffer the effects 
of stress. 
In the review, there was also evidence that the emotional intelligence attributes of 
perception and subsequently processes of emotional understanding and management 
were essential factors in the maintenance of physical and psychological health. Previous 
assertions by nursing scholars (Beauvais et al., 2011; Bulmer Smith et al., 2009). that 
emotional intelligence education would be a useful adjunct to improve both academic and 
clinical performance and reduce the risk of emotional distress have not been examined 
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systematically. This review addressed this shortcoming and confirms that emotional 
intelligence is indeed an underappreciated and critical element of nursing education. 
Moreover, the ability to sustain compassionate care has the potential to reduce attrition, 
particularly in those students who grapple with performing emotional labour. With 
emotional intelligence having the potential to aid students in managing their own and 
others’ emotions during nursing practice, the links between emotional intelligence affective 
events arising out of emotional engagement and attrition need to be more fully explored. In 
conclusion, pre-placement emotional intelligence education appears to have the potential 
to impact positively the retention and well-being of students undertaking clinical 
placement. 
2.15 Update of the Literature Review 
The first literature review included literature published between 1995 and 2016. The 
methods used in this study are described in Chapter 4. Following publication of the 
integrative literature review in 2017, I undertook a further review of the literature. The 
purpose of this was to identify further developments in the fields of emotional intelligence 
and affective events in nurse education from 2016–2018. The search strategy used was 
modified from the original literature review, and the following electronic databases were 
searched: the Cumulative Index to Nursing and Allied Health (CINAHL), MEDLINE, 
PsycINFO, Scopus, Web of Science, ERIC and APAIS-Health databases using the 
following keywords: (“emotional intelligence”) and (nurs*), (student*), (emotion*), (*stress), 
(cop*), (affect*). I searched each database using the following keywords in combination 
with each other and in truncated form (Greenhalgh & Peacock, 2005). I reviewed article 
abstracts, and if the combination of emotional intelligence, nursing student and stress 
were not present did not include the article. The initial search generated eight (8) articles, 
and after reviewing the abstracts and removal of duplicates, one (1) article is included in 
this update of the initial literature review. Enns, Eldridge, Montgomery, and Gonzalez 
(2018) studied the inter-relationships between emotional intelligence, levels of perceived 
stress and the role of coping as a mediator on stress. The study adopted a Stream 2 
measure of emotional intelligence; the Schutte Self-Report Emotional Intelligence Scale 
(SSEIT; Schutte et al., 1998). Stress levels were measured using the Perceived Stress 
Scale (Cohen, Kamarck, & Mermelstein, 1983) and to assess coping style the Brief COPE 
(Carver, 1997) was used. The results add support to the contention that emotional 
intelligence mediates the risk of stress, and identified that problem-focused and adaptive 
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coping are the primary mechanisms for stress amelioration. I examined the relationships 
between maladaptive coping, perceived stress and emotional intelligence. The results 
showed that lower emotional intelligence was correlated with maladaptive coping and 
higher stress. Although the study did not review affective events per se, the article was 
included as there was a focus on adaptive and maladaptive coping mechanisms in 
response to stress a topic that will be discussed further in Chapter 3. 
2.16 Conclusion 
Chapter 2 provided a comprehensive review of the literature relating to nursing students, 
emotional intelligence and affective events. The literature has identified that interest in the 
value of emotional intelligence continues to grow within nursing research. Nonetheless, a 
lack of consistency between models of emotional intelligence continues to limit the 
inferences and recommendations that can be made. The literature reviews did find that 
emotional intelligence has the potential to help nursing students develop and sustain the 
ability to provide compassionate care. In this regard, the effects of emotional engagement 
on attrition require further exploration. In chapter 3, I will focus on the essential theories 
relating to emotions and introduce the theoretical framework underpinning this research. 
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 Theoretical Framework 
3.1 Introduction 
The aim of clinical placements is to provide nursing students with opportunities to apply 
the theory and clinical skills learned in simulated environments at their educational facility. 
As discussed in Chapters 1 and 2, emotional engagement with patients and their families 
is fundamental to the caring activities undertaken by nursing students during clinical 
placements (Allcock & Standen, 2001; Hamshire et al., 2012; Jack, 2012; O' Donnell, 
2009). Unfortunately, several studies have identified that rather than being a positive 
adjunct to their education programs, nursing students can feel anxious, fearful and 
generally unprepared (Edwards, Burnard, Bennett, & Hebden, 2010; Killam & Heerschap, 
2013; Levett-Jones et al., 2015). These stressors adversely affect the clinical placement 
experience and can increase attrition (Dragon, 2009; Sand-Jecklin & Schaffer, 2006). The 
relevance and contribution of emotional distress to attrition is not clear. Examination of the 
contributing factors to attrition show that emotional distress caused by negative placement 
experiences is an under-researched problem. If nursing students can provide ongoing 
compassionate care, then there is a potential that attrition will be reduced. Emotional 
intelligence provides individuals with skill to manage their own emotions and those of 
others, a necessity in nursing practice.  
Researchers have made recommendations to incorporate emotional intelligence education 
early in nursing programs; however, empirical evidence is scarce that it would be of value. 
Although there are differences in the definition of the concept of emotional intelligence, 
there is an agreement that emotions are part of daily life and contribute to ways of coping 
and thus general well-being (Cherniss, 2010; Mayer et al., 2016; Mayer, Roberts, et al., 
2008). The reasons for the ongoing controversy about the theoretical foundations of 
emotional intelligence was reviewed in Chapter 2. From this, it is clear that a lack of 
consensus over what emotional intelligence is, and how it should be measured has led to 
wide variation in emotional intelligence research. Also, an emphasis on the investigation of 
coping styles and dispositional personality tendencies has over-shadowed the role of 
emotional intelligence, as a factor in stress adaptation (Diefendorff, Richard, & Yang, 
2008; Gibbons, 2010). This chapter describes the underpinning theoretical framework 
providing the basis for this research. 
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This research study intends to determine whether emotional intelligence influences attrition 
from a nurse education program. The process model of affective response (PMAR) as 
proposed by Ashkanasy, Ashton-James, and Jordan (2004) is adopted as the theoretical 
framework. The PMAR is offered as an integrated model of emotional intelligence and 
affective events theory (AET) and was adapted for use in the nursing student population. 
Throughout this thesis, the term affective event will be used to describe the situational, 
affective and personal factors that result in emotional reactions at work (Weiss & 
Cropanzano, 1996). The addition of AET to the ability model of emotional intelligence aims 
to broaden understanding of the interrelationships between emotional regulation behaviour 
and the effects of coping and appraisal on performance and attrition.  
The overall structure of this chapter takes the form of seven (7) sections. Section one 
begins with a discussion of the nature of emotion in nursing practice. The adverse effect of 
emotional distress on well-being will be outlined before moving on to a review of emotional 
labour in nurse education. In Section three, coping and appraisal theory will be explored 
before turning to a discussion of AET in section four. In the fifth section, I will integrate 
emotional intelligence and AET to explain the development of a process model of affective 
response (PMAR) as the theoretical framework for the research project. In section six, I 
detail the adaptation of the PMAR for the nursing student population used in this research. 
Finally, in section seven, I explain the integration of the clinical judgement model described 
by Tanner (2006) and the PMAR. 
3.2 Emotion Control in Healthcare 
In Chapter 2, I discussed the importance of clinical placements to the development of 
nursing skills and quality care. In particular, clinical placements serve to assist nursing 
students to build confidence and skill to manage emotional engagement. Nonetheless, 
research shows that nursing students are exposed to clinical placement experiences that 
unfortunately, place them at risk of emotional distress (Crary, 2013; Hamshire et al., 2012; 
Karimi et al., 2014; Pisaniello, Winefield, & Delfabbro, 2012; Rees et al., 2015). On this 
subject, numerous studies have shown that the outward control of emotion or emotional 
suppression through the performance of emotional labour is a cause of stress (Evans & 
Kelly, 2004; Pisaniello et al., 2012; Wray et al., 2013). The physical and psychological 
effects of emotional labour and ill health are related. This association is explored in the 
following section before I provide an overview of emotional labour in nursing practice. 
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3.2.1 Physiological Responses to Emotional Distress 
There have been repeated calls for the inclusion of emotion management education within 
undergraduate nursing curricula, to help reduce attrition arising from emotional distress 
(Beauvais et al., 2011; Deary, Watson, & Hogston, 2003; Jack & Wibberley, 2014; 
Michalec, Diefenbeck, & Mahoney, 2013). Studies highlight the potential for adverse health 
effects as a result of emotional engagement particularly in those nursing students who feel 
ill-prepared for clinical placement (Arieli, 2013; Crombie et al., 2013; Gibbons et al., 2011; 
Rudman & Gustavsson, 2012). On the subject of adverse health effects, research shows 
that the experience of stressful affective events in the healthcare workplace is responsible 
for increased rates of suicide, back pain, chest pain, coronary heart disease and 
depression (Crary, 2013; Watson & Pennebaker, 1989; Wieclaw, Agerbo, Mortensen, & 
Bonde, 2006). Also, studies show that chronic stimulation of catecholamines and 
glucocorticoids during the physiological response to stress is a cause of endocrine, 
cardiovascular and immune system dysfunction (Keefer, Parker, & Saklofske, 2009; 
Watson & Pennebaker, 1989). 
Depression, poor academic performance, eating disorders and substance abuse are also 
linked to an inability to manage the demands of engagement (Dunn, Iglewicz, & Moutier, 
2008; O' Donnell, 2009; Rudman & Gustavsson, 2012). These are factors in the 
development of hypertension, heart disease and glucose metabolism changes (Keefer et 
al., 2009; Watson & Pennebaker, 1989). From a psychological perspective, while some 
individuals can manage their feelings, others adopt avoidance and other disruptive 
methods, leading to frustration, sadness and burnout (Gerow et al., 2010; Gilbert, 
Laschinger, & Leiter, 2010). The choice of avoidance and other disruptive coping methods 
implies the need for mental effort both to manage emotions and for academic success. 
3.2.2 Emotional Suppression 
As highlighted earlier, nursing requires high emotional labour. As a consequence, nurses 
and nursing students are at risk of emotional distress, particularly through emotional 
suppression. Research shows that long-term suppression of emotion is a cause of stress, 
and this can lead to difficulty in emotion regulation (Zapf & Holz, 2006). With regard to 
nursing, there is the risk that the demands of emotional engagement may lead to 
exhaustion or burnout, even before nursing students complete their program. A lack of 
appreciation of the importance of emotion during compassionate care adds a further 
challenge to nursing students’ well-being when undertaking patient care. In this regard, 
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there is evidence that emotional distress has harmful effects on the nursing attributes of 
empathy and compassion. Furthermore, emotional distress may contribute to poorer 
patient outcomes (Morse et al., 2006; Por et al., 2011). Great importance is placed on 
academic achievement, but there is also a need to recognise the role of emotions, 
particularly when exploring the causes of attrition from nurse education programs. The 
following section argues that although emotional labour is crucial to nursing practice, the 
attendant health risks and effect on attrition from nursing education programs are poorly 
understood and managed. 
3.3 Emotional Labour in Nurse Education 
As outlined in Chapter 2, the risk of emotional distress and risk to quality patient care 
heightens the need for improved preparation for emotional engagement in nurse education 
programs. Shirey (2007), pointed out that the management of emotional engagement is 
not included in nursing education programs. Since emotional engagement causes 
increased levels of stress it can add to attrition. By undertaking emotional engagement, the 
nursing student performs emotional labour. An in-depth discussion of emotional labour in 
nursing is outside of the scope of this thesis, but an outline the theory will help to explain 
emotional engagement in the context of nursing practice.  
Research has shown that nursing students face challenges with emotional engagement 
during their path to professional practice (Crombie et al., 2013; Jack & Wibberley, 2014; 
Rees et al., 2015). The term emotional labour describes the use of display rules in paid 
employment and focuses on the expression or suppression of emotions (Hochschild, 
1983). In particular, emotional labour describes the tacit manner in which human service 
employees, such as nurses, undertake to manage their own emotions at work (Humphrey, 
2006). The emotion display rules of nursing, that is, expressing positive emotion and 
suppressing negative emotion, are seen as professional and organisational requirements 
(Grandey, 2000). Nonetheless, patients must be treated with compassion, implying the 
need for an emotional connection between the nurse and the patient. 
On the one hand, nurses are required to engage emotionally with healthcare consumers. 
On the other hand, they are also expected to be able to manage their emotions at work. 
From an organisational perspective, adherence to organisational display rules improves 
patient satisfaction, teamwork and overall productivity, and thus is of benefit (Diefendorff, 
Erickson, Grandey, & Dahling, 2011). Similarly, Meier (2006) contends that emotional 
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labour facilitates personal interaction allowing more effective workplace performance and 
improved outcomes. 
Emotional engagement is an essential part of nursing practice, but it is unaccounted for as 
a labour resource (Benson et al., 2010; Maben, 2008; Theodosius, 2006). On this subject, 
(James, 1989) contends that emotional labour undertaken during nursing practice is 
unquantified because of the direct association that caring has with women's domestic 
functions. Maben (2008) suggests further that the caring aspect of nursing is not 
measurable in terms of units of quantity. Consequently, emotional labour remains invisible, 
compared to activities and tasks that are typically documented on a plan of care.  
Huynh, Alderson, & Thompson (2008) posit that a lack of recognition, by healthcare 
organisations, devalues the importance of emotion in nursing care. Gray (2009), adds 
another dimension to the invisibility of emotions by suggesting that the tacit learning of 
emotion regulation behaviour is passed on through experiential learning. In a review of 
emotions in healthcare, Theodosius (2006) argued that while Hochschild (1983) made 
clear the societal expectations of emotion, emotional interactions within organisational and 
educational contexts, tend to remain hidden or ignored.  
The invisibility of emotion leaves us with a tension as regrettably, covert rules of nursing 
practice remain. For instance, advice by nurses to their colleagues and students, to avoid 
emotional involvement with patients (Maben et al., 2006). Therefore, employee emotional 
labour may lead to positive outcomes for organisations, but the pressure to conform to 
display rules and professional norms may be associated with harmful health effects. 
Furthermore, emotional labour has been identified as an organisational risk factor, 
particularly in resource-poor organisations such as healthcare (Bennett & Lowe, 2008; 
Fairchild, 2010; Gilbert et al., 2010; Maben, 2008). Yet Peart, Roan, and Ashkanasy 
(2012) contend that emotional labour continues to be an expected part of nursing work.  
3.3.1 Links Between Social/Professional Identity and Emotional Labour 
The subjective nature of emotional labour makes it difficult to measure and codify as part 
of a healthcare goods exchange (Gray & Smith, 2009; Huynh et al., 2008). The display 
rules for emotional engagement in nursing practice are based on societal norms and are 
deeply embedded in the professional and social identity of the nurse (Erickson & Grove, 
2008; Feldstein & Gemma, 1995). Ashforth & Humphrey (1993), describe social identity as 
“the perception of belonging to a group classification” (p. 98), by taking on the attributes of 
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the group, or what they believed the attributes are. In the context of nursing, social 
identification means conforming to role expectations, ascribed competencies and display 
rules. From this, it appears that social identity in nursing has the potential to reinforce long-
standing expectations for unrecognised emotional labour. There is some acceptance that 
emotional labour in health care exists, but the effect of emotional labour on nursing 
students’ during clinical placement, is less clear. Having identified that the boundaries 
between emotional labour and compassionate care are blurred, it can be seen that 
emotional engagement during clinical placement requires closer examination. The 
challenges that nursing students face when undertaking emotional labour will be reviewed 
next, before turning to an overview of coping and appraisal theory.  
3.4 Challenges to Emotional Engagement in Nursing 
Clinical placements have the potential to expose nursing students to situations causing 
intense affective responses such as anger, sadness, fear and disgust. Nevertheless, 
emotional expression is strongly discouraged in nursing practice (Arieli, 2013; Curtis, 
2014; Gray, 2009; Smith, 1991). As a consequence, nursing students are expected to 
build resilience to unpleasant and confronting situations during their educational 
preparation for practice (Brodie et al., 2004; Jack & Wibberley, 2014; King-Okoye & Arber, 
2014; Rees et al., 2015). As Huynh et al. (2008) noted, codes of professional nursing 
practice require nurses to demonstrate the skills of compassion and emotional 
engagement but do not elaborate on how these skills are acquired. Furthermore, ways of 
managing the emotional distress resulting from adverse affective events are poorly dealt 
with in practice or educational settings (Curtis, 2014; Evans & Kelly, 2004; Parry, 2011).  
On this subject, Leonard (2017) notes the lack of attention to emotion in the education of 
nurses, he argues that nurses use emotion suppression as a way to manage emotions. In 
particular, as a response to negative emotions. Within nurse education there remains the 
challenge of teaching theory and clinical skills, and also encouraging the development of 
critical thinking ability (Adelman-Mullally et al., 2013). How to manage emotions is not a 
topic that is generally included in nursing curricula. Some scholars contend that the 
teaching of how to care, as a fundamental nursing essential may be role-modelled by the 
teacher rather than be overtly embedded in learning and teaching design (Adelman-
Mullally et al., 2013). Allen, Ploeg, and Kaasalainen (2012), in their study of the emotional 
intelligence levels of nursing faculty found that overall emotional intelligence levels were in 
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the effective functioning category. However, only 25% of their sample achieved in the 
enhanced functioning level. This indicates that nurse teachers may need further 
development of emotional intelligence competencies to be able to teach and role model 
these attributes to nursing students. 
Emotional engagement has the potential to affect performance both during, and following 
patient care. The impact of negative experiences may cause emotional distress, ill health 
and increased attrition. There is a lack of educational preparation for the demands of 
emotional engagement and the performance of emotional labour during compassionate 
care can cause emotional distress (Curtis, 2014). López-Pérez, Ambrona, Gregory, 
Stocks, and Oceja (2013) contend that professional nurses adopt an objective perspective 
that is, avoid emotional involvement, when providing care. Conversely, nursing students 
tend to take an imagine-other approach, for example; they may try to make sense of 
another’s situation, and this has the potential to increase the risk of distress.  
The nurse education literature reports few practical applications of specific teaching and 
learning strategies that assist nursing students to develop the ability to manage the 
demands of emotional engagement. Therefore, how nursing students learn to cope with 
emotional demands is an important consideration. Emotion regulation behaviour relates to 
both academic and clinical performance and will be outlined in the next section. It provides 
an outline of coping and appraisal theories to explain the development of the theoretical 
model underpinning this research.  
3.5 Coping and Appraisal in Nurse Education 
Research evidence has shown that unresolved emotional distress, arising from emotional 
engagement, can increase the risk of attrition for some nursing students. There is an 
extensive nursing literature on the sources of stress in nursing practice. However, 
knowledge of the process of coping, appraisal and emotion regulation behaviour, in this 
population, is less well developed. As discussed in Chapter 2, research has demonstrated 
that emotional intelligence plays a key role in coping and appraisal responses, to affective 
events. The following outline of coping and appraisal theory is provided to inform the 
structure of the process model of affective response (PMAR). 
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3.5.1 Coping and Appraisal Theories 
The psychological mechanisms underpinning methods of coping have created much 
discussion in the fields of psychology and sociology in recent decades (Coyne, Aldwin, & 
Lazarus, 1981; Folkman & Lazarus, 1980; Gruen, Folkman, & Lazarus, 1988; Lowe & 
Bennett, 2003). How healthcare workers develop the ability to cope with the demands of 
emotional engagement is a more recent addition to the coping and appraisal literature 
(Bennett & Lowe, 2008; Gray, 2009; Huynh et al., 2008; Mikolajczak et al., 2007).  
The transactional model of coping and stress proposed by Lazarus (1966), and further 
refined by Folkman and Lazarus (1980), attempts to explain the different reactions to 
emotional stimuli. It suggests that primary and secondary appraisals are central to the way 
individuals cope with emotional demands. The primary appraisal is preceded by an 
external emotional stimulus, and followed by an evaluation of the risk of harm, or threat to 
well-being. The resulting coping response is determined by the perception of harm to the 
individual. For example, when the nursing student undertakes engagement, a primary 
appraisal firstly decides whether the situation affects their well-being and secondly, how 
they as an individual cope with the experience. Thus, the primary appraisal determines the 
coping response, be it positive, benign or stressful. On this subject, Frijda (1998) argued 
for the existence of three types of coping response, he suggests there is an emotional and 
a physical, response and also the primary – secondary appraisal mechanism. A secondary 
appraisal gathers coping resources to manage the emotional arousal, resulting in the 
development of understanding of the experience.  
To summarise; experiences are either perceived as safe or a threat. While coping 
definitions vary, it is generally agreed that coping results from the cognitive examination of 
emotional cues. In this regard, some emotion theorists view coping from the perspective of 
cognitive resource use, such that a positive coping style uses less cognitive resources 
(Ashkanasy et al., 2004; Weiss & Cropanzano, 1996). The distinction is not clear-cut 
though, for example; task completion may benefit from an emotion-focused coping style 
(Gooty, Gavin, Ashkanasy, & Thomas, 2014). Review of the nurse education literature has 
revealed a variety of published research reporting on coping and appraisal. Unfortunately, 
clinical placements are a key source of emotional distress (Crary, 2013; Evans & Kelly, 
2004; Gibbons, 2010). The following section discusses the association between coping 
styles and emotional engagement in the context of nurse education. 
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3.5.2 Emotional Engagement and Coping Styles in Nursing Students 
Emotionally demanding situations such as end-of-life care and lack of knowledge, have 
often been cited as contributing factors to attrition (Cooper, Courtney-Pratt, & Fitzgerald, 
2015; Hamshire et al., 2012; Wray et al., 2013). Hochschild defined emotional dissonance 
as “maintaining a difference between feeling and feigning” (1983, p. 90). Later, Ashforth 
and Humphrey (1993) expanded the definition, contending that emotional dissonance 
results in inner conflict and emotional exhaustion as the individual struggles to justify 
feelings of insincerity. According to Ashkanasy, Hartel, and Zerbe (2000) in support of 
Hochschild's and also Ashforth and Humphrey's work on emotional labour, there is 
evidence that the capacity to moderate affective responses requires mental effort. 
In addition to the health effects of emotional distress, nursing students may come 
disengaged. Disengagement is of concern as there is the potential for decreased quality of 
care. The relationship between stress and coping is explained by Cohen (1980), who 
reviewed the after-effects of stress on performance. He argued that during the stress 
response, people were focused on their own goals and risked missing small 
communication cues. In turn, this may manifest as a lack of interest and disengagement 
when helping others. This has significant ramifications for the development of nursing 
competency, given the need for compassion and empathy. Disengagement may lead to 
rumination and disappointment with nursing as a career pathway and at worst, contribute 
to attrition (Hamshire et al., 2012; King-Okoye & Arber, 2014; Rudman & Gustavsson, 
2012).  
3.5.3 Problem-Focused Coping 
Methods of coping and appraisal by nursing students have often been construed in terms 
of positive or negative coping styles. Folkman and Lazarus (1980) assert that positive or 
problem-focused coping styles tend to be related to practical problem-solving with a lower 
risk of emotional distress. Furthermore, the use of problem-focused coping is associated 
with positive engagement and increased self-accountability (Coyne et al., 1981). On this 
subject, Por et al. (2011) found that problem-solving activities supported better physical 
and psychological outcomes, thereby contributing to improved nursing performance. 
Similarly, Gibbons et al. (2011); Por et al. (2011) demonstrated that nursing students who 
understood and managed their emotions tended were likely to adopt a problem-solving 
approach, and as a result experienced less emotional distress. The positive aspects of 
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nursing practice, for example, joy with successful patient outcomes or achievement have 
also been shown to be protective (Rees, 2013).  
Problem-solving activities contribute to better nursing performance through an 
understanding of emotions and choice of adaptive coping strategies (Montes-Berges & 
Augusto, 2007; Por et al., 2011). Further, problem-solving coping styles are associated 
with a lower risk of emotional distress during nursing practice (Curtis, 2014). In this regard, 
Harrison and Fopma-Loy (2010) showed that the nursing students who reflected on their 
emotion regulation behaviours were better able to understand and manage engagement. 
Importantly, emotional awareness was a significant factor contributing to the management 
of anger, frustration, and anxiety during clinical practice.  
Likewise, Beauvais et al. (2011) and Harrison and Fopma-Loy (2010) argue that an ability 
to manage emotion regulation behaviours results in improved patient care outcomes, 
nursing performance and ultimately leads to reduced attrition rates. Interestingly, it is 
recognised that good insight into ones’ emotion regulation behaviour is an indicator of 
higher levels of emotional intelligence (Mayer, Roberts, et al., 2008). Emotion-focused 
coping, on the other hand, has been associated with adverse effects or distress, as a 
cognitive effort is expended to regulate emotional responses to an event and is discussed 
in the next section.  
3.5.4 Emotion-Focused Coping 
Emotion-focused coping often occurs as a response to an unchangeable situation (Sears, 
Urizar, & Evans, 2000). In the field of healthcare, it is essential to note that many 
emotionally demanding situations are generally not changeable. A nursing student cannot 
simply walk away from a distressing situation as this potentially puts the patient at risk. As 
a result, the nursing student is forced to regulate their emotions during and following the 
event. As a corollary, both Sears et al. (2000) and (Dewe, O'Driscoll, & Cooper, 2010) 
point out that problem-focused coping strategies tend to be adopted in changeable 
situations. However, if changing the situation, for example, choosing to leave was not 
possible, then emotion-focused strategies were likely to be used. The use of emotion-
focused coping methods may result in emotional distress. 
Studies on causal factors for psychological ill health have shown that emotion-focused 
coping is more likely to contribute to poorer mental health (Augusto Landa & Montes-
Berges, 2009). The authors argue that the persistence of negative thoughts increased the 
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risk of anxiety, depression and loss of work-life satisfaction. Other research reveals that 
emotion-focused approaches to coping during affective events are indicators of suboptimal 
academic and clinical performance and increases the risk of emotional dissonance 
(Augusto Landa et al., 2009; Por et al., 2011). It is worth noting here that while emotion-
focused coping appears to be a negative process, Gooty et al. (2014) found that in some 
situations, this type of strategy was beneficial. Gooty and her colleagues argue that 
emotion-focused coping styles use fewer cognitive resources and allows a focus on short-
term problem resolution. 
It appears that the advantages and disadvantages of different coping styles are not clear-
cut and much depends on situational factors. The exact mechanism of how emotions are 
managed to avoid emotional distress is unclear. During an affective event, an immediate 
coping response may be one of avoidance. Nonetheless, work stress as a result of 
emotional engagement can have adverse effects on the academic and clinical 
performance of nursing students during their clinical placements.  
In summary, perceptions of emotional distress thus far outlined derives from the interaction 
between person and environment. Ineffective coping mechanisms can cause physical and 
psychological harm and increase the potential for attrition. The following section discusses 
the interaction between nursing students and clinical placement, with particular reference 
to affective events theory (AET). A brief overview of both emotional intelligence and 
affective events theory is provided before addressing the process model of affective 
response, which is the theoretical framework used in this research. 
3.6 Affective Events Theory 
Affective events theory (AET; Weiss & Cropanzano, 1996) was chosen for this research as 
within-person changes have an impact on emotion regulation behaviour . AET originated 
as a research framework for workplace emotion and focused on the structure, causes and 
consequences of affective experiences at work. AET specifically regards situational 
affective events within the context of existing affect states, emotional responses and the 
subsequent ability to make judgments. Weiss and Cropanzano (1996) proposed that 
emotional experiences, as well as personal beliefs and values, influenced employee 
satisfaction. Previously, research on emotions in the workplace had focused on the role of 
cognitive judgment rather than affect, which relates to satisfaction.  
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Also, dispositional models of personality consider that satisfaction is more related to 
personality (Weiss & Cropanzano, 1996). For example; positive people have greater role 
satisfaction, while those with negative disposition are likely to become distressed and less 
satisfied with their role. Therefore Weiss and Cropanzano (1996) offer AET as a model 
which includes situated emotion as an alternative to dispositional personality models to 
explain workplace emotion (See Figure 3.1).  
 
Figure 3-1 Affective events theory (Weiss & Cropanzano, 1996) 
In AET, emotions are considered affective states and the within-person evaluation of the 
sensed emotion leads to a response or outcome which directly influences performance. 
Research studies adopting AET as an organising framework have mainly been conducted 
in the area of organisational behaviour work performance, and employee satisfaction 
(Ashton-James & Ashkanasy, 2008; Cropanzano et al., 2017; Dasborough, 2006; Ohly & 
Schmitt, 2015). In nursing practice, affective events arise from the situation, that is, the 
working conditions, professional and organisational expectations, and also from 
performing emotional labour. Responses to emotional stimuli are characterised by discrete 
emotions such as fear, anger, sadness, helplessness, joy and happiness. While mild to 
moderate stress may be regarded as a motivator or challenge and lead to better 
performance, emotional distress can result in negativity, lower performance and increase 
attrition. During clinical placement, direct or indirect exposure to emergencies and 
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workplace conflict have been reported to result in affective events. This subject is 
discussed next with a focus on the experience of nursing students. 
3.6.1 Affective Events During Clinical Placement 
Nursing students need to be able to manage their own and others’ emotions; for example, 
if they are involved in the management of emergencies such as cardiac arrest or caring for 
families of acutely ill patients. Caring for patients who are suffering, dying and exposure to 
death, in particular, have been highlighted as areas that have the potential to result in 
significant distress among nursing students (Aradilla-Herrero et al., 2012; Curtis, 2014). As 
previously discussed, nursing students are expected to maintain a professional persona, 
and this may require a level of emotional suppression in line with the accepted display 
rules. Personal grief unrelated to practice may influence how a nursing student copes 
during engagement with patients. For example; a student may be able to cope with an 
emergency one day and objectively carry out resuscitation, debrief and transfer to memory 
as a learning experience. However, the next time a similar situation happens, emotions 
may override objectivity and lead to emotional distress. On this subject, Diefendorff et al. 
(2008) suggest that a persisting emotional burden could affect emotion regulation 
behaviour. The valence of emotional responses is based on a continuum between positive 
and negative. The valence indicates whether the event is perceived as a ‘hassle’ or, ‘uplift’. 
Weiss and Cropanzano (1996) observe that emotions are transitory and change on a day-
to-day basis and are linked to positive or negative moods.  
In this regard, Weiss and Cropanzano (1996) argue that during the same conditions, 
individual affective responses to emotional demands determine the nature and the 
valence, that is, the positive or negative effect of the affective event. The emotion 
regulation behaviour then determines the coping strategy or response. Ashkanasy et al. 
(2004) support this and argue that as a result of “transitory emotional states” individuals 
may perceive affective events differently depending on their mood state at the time (p. 2). 
However, ongoing emotional distress has the potential to affect judgement; this is of 
concern in nursing practice, as compassion and empathy may be diminished. The 
following will introduce emotional intelligence as an essential influence in emotion 
regulation behaviour.  
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3.6.2 Differences in Individual Emotion Regulation Behaviour 
The intra-individual, or within-person effects of emotion regulation behaviour and 
perception in response to engagement during clinical placement can differ. For example, 
why does one nursing student perceive and manage an affective event, while another 
student feels overwhelmed and unable to resolve the emotional distress in a similar 
situation? Ashkanasy et al. (2004), point out that emotion regulation behaviours are 
influenced by the within-person affective response to stressors, and these determine 
coping responses. It is here that AET may be used as a framework, to understand positive 
and negative occurrences or daily hassles and uplifts that influence emotion regulation 
behaviour. Furthering AET, Jordan., Ashkanasy and Hartel (2002) and later Ashkanasy, 
Ashton-James and Jordan (2004) argue that emotion regulation at work is moderated by 
emotional intelligence. They contend that the perception and management of an affective 
event will predict coping responses. Furthermore, emotion regulation behaviour is 
mediated by emotional intelligence.  
While debate on the value of emotional intelligence continues, research arising from the 
business and psychology literature has provided empirical evidence that emotional 
intelligence, buffers the effects of emotional stress (Ashkanasy et al., 2004; Austin et al., 
2008; Saklofske, Austin, Mastoras, Beaton, & Osborne, 2012). A Process Model of 
Affective Response (PMAR, see Figure 3-2) developed by Ashkanasy, Ashton-James and 
Jordan, Ashkanasy et al. (2004) is adapted for this research to the context of clinical 
placement experiences and includes both the situational, work event and emotional 
experiences. Thus, the PMAR allows practical application of emotional intelligence theory 
to nursing students’ responses to affective events in clinical practice as discussed in the 
previous chapters. 
3.7  Process Model of Affective Response for Nursing Students 
The PMAR provides the framework in which to explore the underlying emotional processes 
that occur during an affective event. The PMAR posits that emotional intelligence 
moderates the relationship between the perception (primary appraisal) and possible social 
cognitive dissonance (secondary appraisal), experienced during an affective event. In the 
model, the initial appraisal of an affective event is synonymous with the emotional 
intelligence branch of perception. The second branch: facilitating thought may be linked to 
a secondary appraisal. That is, consideration of the effect that the event has and the level 
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of coping resources that will need to be engaged. The integration of branch three with 
coping and appraisal posits that understanding the effects of emotion allows self-
regulation. Finally managing emotion is aligned with positive coping and effective 
adaptation. At any point in the process, an individual may misinterpret an emotional cue, 
thereby adopting coping mechanisms that lead to adverse reactions such as stress for 
example.  
In summary, levels of emotional intelligence; the ability to perceive, interpret, understand 
and manage emotion is thought to influence the response to an affective event. When an 
affective event occurs, the appraisal and coping will lead to a reassessment and 
consequently, emotion regulation and behaviour modification. The model posits that those 
who are high in emotional intelligence are more likely to choose a proactive or problem-
solving approach to workplace stressors. 
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Figure 3-2 Process Model of Affective Response (adapted with permission from Ashkanasy, Ashton-James & Jordan, 2004) 
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3.7.1 The Influence of Emotional Intelligence on Coping and Appraisal 
The ability to appraise and cope with an affective event requires a level of emotional self-
regulation (Weiss & Cropanzano, 1996). Emotional intelligence is associated with 
appraisal and coping via the modification of thoughts and behaviours that, in turn, facilitate 
effective functioning (Mayer & Salovey, 1997; Mayer et al., 2016). Figure 3-3 provides a 
visual representation of the ability model of emotional intelligence. Ashkanasy et al. 
(2004), argue that emotional intelligence allows individuals to assess and reframe as 
required for each situation. Further, individuals with higher levels of emotional intelligence 
are more likely to use emotion regulation strategies, such as problem-focused coping, 
when reflecting on the experience of affective events. On this subject, a range of emotion 
regulation behaviours may be adopted in nursing practice, and the perceived valance may 
lead to emotional distress or no stress at all. For example, one nursing student may 
experience ongoing emotional distress; another may use the experience to create 
meaningful learning via personal insight or reflection. Several studies have shown that 
individuals with insight into their emotions tend to adopt a problem-solving approach and 
consequently report lower stress (Augusto Landa & Montes-Berges, 2009; Por et al., 
2011).  
 
Emotional 
Intelligence
Perceiving 
emotions
Facilitating 
Emotions
Understanding 
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Figure 3-3 Emotional intelligence 
There is recognition that emotional awareness is necessary to perform emotional labour. 
In this regard, there is evidence to support the argument that problem-solving ability 
contributes to better nursing performance (Hurley, 2008; Montes-Berges & Augusto, 2007; 
Por et al., 2011). Additionally, individuals who are aware of and understand their feelings 
during affective events are more likely to use problem-solving coping strategies, such as 
seeking social support (Montes-Berges & Augusto, 2007). However, some authors have 
shown that age-related differences in emotional intelligence and these had an impact on 
the type of support seeking behaviours (Chan et al., 2011). Nonetheless, the relationship 
between emotional intelligence and support seeking behaviour is complex, and further 
research to develop a clear understanding is needed. A significant body of literature 
relating to the physical and psychological impacts of occupational stress exists. The links 
between stress, well-being and emotional intelligence are outlined next before turning to a 
discussion of the theoretical framework underpinning the research project. 
3.8 Stress, Well-being and Emotional Intelligence in Nursing 
Popular research areas within nurse education have focused on the influence of emotional 
intelligence on the physical and psychological effects of occupational stress (Aradilla-
Herrero et al., 2012, 2013; Augusto Landa & Montes-Berges, 2009; Birks et al., 2009; 
Chan et al., 2011; Espinoza & Sanhueza, 2012; Montes-Berges & Augusto, 2007; Por et 
al., 2011). Other research has replicated findings that higher levels of emotional 
intelligence predicts physical, mental well-being and academic success in nursing students 
(Aradilla-Herrero et al., 2013; Augusto Landa & Montes-Berges, 2009; Por et al., 2011). 
For example; the ability to self-correct negative emotions is associated with higher levels 
of emotional intelligence, and the stress-moderating influence of emotional intelligence has 
been shown to reduce the risk of depression and anxiety (Augusto Landa et al., 2009; 
Chan et al., 2011; Montes-Berges & Augusto, 2007). Notwithstanding this, differences in 
variables measured and emotional intelligence models used make comparison impractical. 
In summary, the number of conclusions elicited to support the assertion that emotional 
intelligence influences affective event management is limited due to variation in research 
design and application of different emotional intelligence models. However, emotional 
intelligence is of value to nursing practice (Beauvais et al., 2011; Bulmer Smith et al., 
2009; Cadman & Brewer, 2001). A lack of attention to the value of emotion in nursing 
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programs has resulted in little evidence of learning strategies aimed at managing 
emotional distress. To address this gap, this research study aims to investigate nursing 
students’ experiences during clinical placement through qualitative and quantitative 
analysis of their written reflections. The reflective framework and links to the sub-branches 
of the Mayer Salovey Caruso Emotional Intelligence Test (MSCEIT), which was adopted 
for this research project are discussed in the following section. 
3.9 Reflection on Emotional Engagement 
The mixed method approach adopted for this research study combines a quantitative 
measure of ability emotional intelligence (MSCEIT) with a qualitative exploration of written 
reflections written by first-year nursing students during their first clinical placement. First-
year students were chosen since students with multiple clinical placements may have 
developed strategies to manage affective events. It was considered necessary that 
emotional intelligence levels were tested before the experience of clinical placement to 
allow comparison between individuals and groups. The initial clinical placement was 
chosen to allow exploration of the types of and reaction to engagement during clinical 
placement. Potentially, nursing students might have developed emotion management 
behaviours, thus clouding the effects of engagement. The reflections were written in first-
person, and nursing students were asked to reflect on their experience of emotional 
engagement during clinical placement. The reflections were descriptive accounts of how 
they managed emotional engagement and whether they experienced emotional distress.  
3.9.1 Overview of the Reflective Framework used in the Research Project 
Reflective writing has been a popular teaching tool for some years, in particular, it is useful 
as an aid to promote critical thinking (Craft, 2005; Drew, 1997; Gustafsson & Fagerberg, 
2004; Richardson & Maltby, 1995). Most theorists agree that learning is a result of 
reflection on personal experiences (Boud & Walker, 1998; Kolb & Lewis, 1986; Schon, 
1983). According to Kolb (1984), both cognitive and emotional processes are used to 
construct meaning out of personal experiences. Schon (1983, 1987) questioned the 
established use of scientific methods for effective teaching and suggested that senses and 
emotion were ignored. Schon (1987) made the distinction between reflection in action, 
which occurs during practice and reflection on action, which occurs after, an event has 
occurred. In support of this Boud and Walker (1998) suggested that much of the previous 
research on reflection was aimed at classroom-style teaching, which lacked the situational 
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influences of professional practice. Additionally, Boud (1999) found that if the cognitive and 
the emotional components of experiences were considered in isolation, reflection and 
learning experiences would lack meaning.  
Research on the efficacy of reflective writing in nursing education shows that as well as 
supporting academic development, reflection on practice assists in professional learning 
(Craft, 2005; Drew, 1997; Gustafsson & Fagerberg, 2004; Richardson & Maltby, 1995). 
While written reflections have been used as a teaching tool in nursing education for some 
years, there is increasing evidence that students required some guidance on how to reflect 
and which clinical situations (Jasper, 1995; Kok & Chabeli, 2002; Lasater, 2011; Sedlak, 
1997; Tanner, 2006). The Clinical Judgment Model or CJM (Tanner, 2006) was adopted 
as the basis for the exploration of links between emotional intelligence and nursing 
performance. For the current study, Lasater’s Clinical Judgment Rubric (CJR) was used to 
provide the theoretical framework for reflection in, and on practice (Lasater, 2011). The 
rubric is currently used in nursing program coursework to encourage the development of 
critical thinking skills in semester one nursing students.  
The CJM described by Tanner (2006), emphasises the importance of the nurse and their 
background; the situation; and their relationships with patients; as being essential to 
clinical judgment making. Tanner described the noticing component which aligns with the 
primary appraisal described by Folkman and Lazarus (1988). The ability to notice or 
perceive emotion results from the nursing students’ previous experiences, including 
academic and experiential learning. For example, noticing a patient is distressed because 
they are in pain involves a collective knowledge of the patient, “knowing the patient”, 
clinical knowledge and theoretical knowledge to make judgments about the situation. 
PMAR also links here as noticing becomes the primary appraisal during the affective event 
(see Figure 3-2). Interpreting which in this context mirrors the secondary appraisal 
encompasses clinical judgment making. Here there is a potential for a discrepancy 
between clinical judgement, practice-based responses and emotional arousal. 
In this research, I hypothesised that the secondary appraisal is moderated by emotional 
intelligence and higher emotional intelligence leads to problem-focused coping. In cases 
where emotional intelligence is lower than average, it may be expected that nurses use 
avoidance maladaptive coping strategies to manage affective events where they are 
unable to find proactive ways of coping. In terms of clinical judgment making, the 
emotional resources needed to manage an affective event may exceed what is available to 
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a nurses’ emotional intelligence. Reflection in and on action, the latter components of the 
nursing reflective practice model, can be aligned with the understanding and managing 
emotions concepts in the PMAR (See Figure 3.4). 
 
 
Figure 3-4. Mapping of Tanner’s Clinical Judgement Model 
The PMAR, as discussed earlier, proposes that emotional intelligence moderates the 
secondary appraisal and coping response. High emotional intelligence would be expected 
to predict problem-solving ability. Whereas if emotional intelligence is low, a lack of 
effective coping strategies may cause inability to manage situations and emotional 
distress. As discussed in the literature review, nurses face situations that cause an intense 
affective response, but, they are required to maintain a professional manner. In terms of 
clinical judgment, the emotional resources needed to manage an affective event may 
exceed what is available within nursing students’ emotional intelligence. While the situation 
may be managed appropriately at the time, residual emotional distress may remain leading 
to maladaptation. This research aims to contribute to the field of emotional intelligence 
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using a mixed method approach by examining the experiences of engagement during 
clinical placement. 
3.10 Conclusion 
The emotional stress experienced by nursing students is recognised, but little understood 
or managed. Research has identified the detrimental effects of emotional distress on 
retention, and more recently, the connection between emotional distress and patient 
outcomes is a cause for concern. The demands of engagement can adversely affect 
nursing performance resulting in ill-health and attrition from nursing programs (Gibbons et 
al., 2011; Hamshire et al., 2012; King-Okoye & Arber, 2014). Therefore, the risk of distress 
as a result of engagement needs to be explored in order to reduce attrition. It is 
acknowledged that the nature of emotional distress is multifaceted and differs between 
individuals, but there are common factors that increase the risk of attrition during clinical 
placement. These include caring for the dying and death, conflict, alienation, and lack of 
experience/knowledge (Cooper et al., 2015; Hamshire et al., 2012; Parry, 2011; Wray et 
al., 2013).  
Several studies have investigated the causes of stress, but there has been a focus on 
identifying coping styles rather than the effects of engagement. The ongoing lack of 
visibility of emotion in nurse education and healthcare was highlighted as a contributing 
factor to poor understanding of emotional distress. The PMAR offers a framework to 
examine emotions in nursing education. As discussed earlier, individual affective 
responses to emotional demands determine the nature of the affective response. Emotion 
regulation behaviour then determines the coping strategy chosen. The PMAR integrates 
AET with both coping and appraisal and emotional intelligence theory allowing a more 
focused examination of the way nursing students manage affective events. Although there 
remains considerable debate on the theoretical foundation of emotional intelligence, there 
is evidence that it buffers the effects of emotional stress. The MSCEIT was chosen as it 
measures performance rather than personality traits. This research aims to contribute to 
the field of emotional intelligence by investigating the experiences of engagement of 
nursing students during their first clinical placement.  
The research is divided into three separate studies. Study 1 adopts the MSCEIT to 
measure emotional intelligence levels in a cohort of first-year nursing students before the 
first clinical placement. Study 2 will undertake computer automated text analysis software 
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to qualitatively examine the types of affective events experienced by nursing students 
during their first clinical placement. Additionally, the range of coping strategies will be 
explored. Study 3 aims to determine whether emotional intelligence predicts attrition by 
adopting a linguistic analysis program to quantize emotions in the written reflections. Both 
data sets from Study 1 and the data from Study 3 will be merged numerically. Chapter 4 
details the aims, objectives, research questions, methodology and methods of this 
research study. 
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 Methodology 
4.1 Introduction 
Chapter 3 discussed the relationship between emotional intelligence in nursing students 
and their management of affective events. The overall aim of this research is to explore 
the relative importance of emotional intelligence in predicting responses to affective events 
in a sample of nursing students entering their first year of an undergraduate nursing 
education program. The nature of emotional engagement in nursing practice and the 
association with affective events will be examined in relation to coping and appraisal. The 
construct of emotional intelligence was introduced as the underlying theoretical framework. 
The process model of affective response (PMAR) which integrates coping and appraisal 
theory with emotional intelligence has been adapted for use in this research study as it 
combines emotional intelligence, coping and appraisal theory with the clinical judgement 
model (CJM) described by Tanner (2006).  
Chapter 4 discusses the methodological foundation for the studies that comprise this 
project. This research project has been divided into three separate studies, with each 
distinct and involving different methods. Study 1 will examine emotional intelligence in a 
cohort of first-year nursing students. Study 2 will adopt a qualitative content analysis 
method to assess reaction to, and management of, affective events through analysis of 
written reflections. Study 3 aims to determine whether emotional intelligence predicts 
attrition by integrating the quantitative data from the Mayer, Salovey, Caruso Emotional 
Intelligence Test (MSCEIT) and qualitative data. This Chapter describes the methodology 
in three sections: (1) Research design; (2) Data sources and collection; (3) Computer-
aided text analysis (CATA) using Leximancer and LIWC2015 software. 
4.2 Aim 
This mixed method study aimed to examine the influence of emotional intelligence on the 
experience of clinical placement in a cohort of first-year nursing students. 
4.3 Objectives 
The objectives of the study were to: 
• review the literature and identify knowledge gaps;  
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• determine if emotional intelligence influences attrition from a nurse education 
program 
4.4 Research Questions 
The purpose of Study 1 was to address the following research questions: 
RQ1. What is the range of emotional intelligence scores across a sample of nursing 
students entering the first year of a nurse education program?  
RQ2. Are there differences in attrition rates between groups of nursing students, 
identified by emotional intelligence scores?  
RQ3. Are there differences between MSCEIT scores, demographic characteristics 
and attrition rates? 
The purpose of Study 2 was to address the following research questions: 
RQ4. What are the types of affective events that cause nursing students’ emotional 
distress? 
RQ5. Do levels of emotional intelligence influence nursing students’ ability to 
manage their emotional responses during an affective event?  
RQ6. What coping strategies are adopted by nursing students to manage their 
responses to emotional demands during clinical placement. 
Study 3 will address the following research questions: 
RQ7. Do nursing students demonstrate more positive or negative emotions when 
writing about an affective event? 
RQ8. Do emotional intelligence scores based on competency and emotional tone 
influence attrition? 
4.5 Methodology 
4.5.1 Philosophical approach 
The underlying philosophical position for this research is that of critical realism. Critical 
realism originated in the 1970s through the writings of Bhaskar and has since undergone 
several elaborations (Bhaskar, 1978, 1998a; Bhaskar & Hartwig, 2016). Denzin and 
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Lincoln (2017) explain that critical realism was born out of the conflict between positivist 
and constructivist approaches to scientific research by adopting elements of the 
ontological, and the epistemological components, from each. The basic tenet of critical 
realism assumes that there is a concealed truth beyond that which is overt or measurable. 
Furthermore, it is this that separates critical realism from the positivist and constructivist, 
theoretical bases. Bhaskar & Hartwig, (2016. p. 79) explain that the driving forces for 
critical realists are predominantly exploratory, and further, they seek to 
‘…identify, discover, uncover (and in more engaged, participatory research, test the limit of 
and indeed unlock) structures, blocks and (generically) causes, and the particular 
sequences, combinations and articulations of them at work at specific times and places… 
This anti-positivist movement uses the term “critical” to reject the methodological 
individualism and claims to truth. Principally, critical realism accepts the positivist beliefs 
that the word is observable and not dependent on human awareness (Bhaskar, 1998b). 
Critical realists contend that knowledge is socially constructed by thinking and feeling 
human beings, each with an individual perception and interpretation of the world around 
them. Insofar as philosophical debate in nursing education remains polarized to either 
positivistic or interpretive paradigms; in this research, I cast an interpretive perspective on 
a topic that is often discussed only from the positivistic viewpoint. 
As explained in Chapter 1, this research project aims to broaden the existing knowledge 
relating to emotional intelligence by adopting a well-being approach. For this reason, I 
have chosen a convergent, parallel, mixed method design to allow the analysis, 
interpretation, and discussion of both quantitative and qualitative data sets (Creswell, 
2014; Tashakkori & Teddlie, 2009). The mixed methods approach is popular in health 
research; however; it is essential to rationalize the use of such methods to ensure quality. 
The inherent weaknesses in specific quantitative or qualitative methods when used alone, 
may be strengthened by adopting a well-being approach. In this regard, Creswell and 
Clark (2011) describe the pragmatism worldview that serves to combine common 
elements from quantitative and qualitative methods. They argue that both inductive and 
deductive thinking may be adopted to answer research questions.  
Creswell and Clark add further that quantitative researchers may be removed from the 
data, thus avoiding the risk of bias. Indeed, quantitative methods have advantages (i.e., 
scientific objectivity and experimental control) and allow the use of statistical methods to 
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make generalisable statements about the population being studied. For this reason, I 
considered that a quantitative, cross-sectional approach would be appropriate for Study 1, 
as the MSCEIT is an instrument that scores emotional intelligence levels in a numerical 
format. Nonetheless, the value of qualitative research lies in the capacity to give voice and 
richness to phenomena, rather than purely numerical reduction. A pragmatist worldview 
allows a combination of data collection approaches and as Creswell and Clark (2011) point 
out, being able to answer the research question takes precedence over the methods of 
data collection. As such, the researcher may adopt various methods of data collection to 
suit the research question. A mixed method approach also aims to ensure that the 
objectives of the research study are met through the collection of useful data (Creswell, 
2014; Tashakkori & Teddlie, 2009). Tashakkori and Teddlie note further that qualitative 
methods allow exploration of phenomena beyond that which is overt.  
Regarding this research project, it was important to consider the actual experiences of 
nursing students. For this reason, I adopted a qualitative approach for Study 2. There are 
disadvantages; the volume of data collected can be significant, and qualitative research 
may be open to researcher bias. Avoiding researcher bias was a crucial factor in the 
design of Study 2. The written reflections created by nursing students required extensive 
analysis and care to avoid researcher bias. Nonetheless, it was essential that I recognised 
the individual strengths and weaknesses of quantitative and qualitative methods. For this 
reason, I chose two types of content analyses to examine the nature of individual 
experiences that could not be achieved with quantitative methods alone. In summary, to 
reduce the risk of researcher bias, and to manage the volume of textual data, I adopted a 
well-being approach using computer-aided content analysis software for Study 2 and 
Study 3. Study 1 and Study 2 are discussed in detail in chapters five and six.  
4.5.2 Overview of Methods 
Chapter 2 described the published literature in the field of nurse education and identified 
that emotional intelligence has been studied in respect to an array of psychological, 
leadership and nursing performance variables (Aradilla-Herrero et al., 2012; Augusto 
Landa & Montes-Berges, 2009; Beauvais, Stewart, & DeNisco, 2014; Chan et al., 2011; 
Harrison & Fopma-Loy, 2010). However, the main drawback here is the lack of 
consistency and comparison between studies. Although most of the studies that reported 
some correlation between emotion response and positive/negative outcomes, more 
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focused research is needed. That is, increased consistency in the choice of emotional 
intelligence measures and variables studied would broaden understanding of the inter-
relationships. Also, replication of existing studies would provide a better theoretical 
understanding of the value of emotional intelligence to nursing practice.  
As identified in the literature review, the MSCEIT has primarily been used in quantitative 
studies. The MSCEIT is an ability model of emotional intelligence, and completion of the 
instrument requires a high level of conscious awareness, and thought, to navigate through 
the various questions. MSCEIT is a performance-based instrument, and in this regard, 
differs from self-report (Stream 2), and the Stream 3 mixed models of emotional 
intelligence. Chapter 5 details the analysis and results of Study 1. I discuss the reason for 
choosing the MSCEIT as the emotional intelligence measure in the data sources section 
later in this chapter. The study was a one-time snapshot of nursing students’ experiences 
during clinical placement. This approach was essential to gain an insight into the 
participants’ lived experiences and to ensure that individual experiences were uncovered, 
a key tenet of qualitative research (Creswell & Clark, 2011; Denzin & Lincoln, 2008; Miles 
& Huberman, 1994). This would not have been possible using a numerical instrument. 
The present research project aims to contribute to the existing knowledge by adopting a 
mixed methods approach. The method and data sources chosen for this research, reflect 
the need to gain a more holistic picture than would be gained using either quantitative or 
qualitative methods alone. Nonetheless, it was important to recognise the strengths and 
weaknesses of each method. Although interpretation and generalisation may be rendered 
more difficult, the use of a qualitative method has advantages. In particular, the intra-
person and inter-person differences can be revealed through analysis of reflective writing. 
Considering these advantages, a reflective paradigm was chosen by providing nursing 
students with the opportunity to reflect and write about a situation they had experienced in 
clinical placement. In this respect, the qualitative analysis allowed actions, emotions, and 
rationales for behaviours to be interpreted. A disadvantage of this research study was the 
lack of ability to understand nursing students’ clinical placement experiences in real-time. 
However, Barrett, Mesquita, Ochsner, and Gross (2007) point out that by exploring an 
individuals’ account of an event, we can gain an understanding of emotion behaviours 
(thoughts and feelings), by examining the types of words used by the writer. 
Therefore, to achieve the goal of analysing the texts in an interpretive manner I chose 
Leximancer software (www.leximancer.com) as the most appropriate qualitative computer-
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aided text analysis (CATA) tool. Content, textual and thematic analyses have been used to 
examine nursing practice and indeed the terms have been used interchangeably (Braun & 
Clarke, 2006). Multiple methods of data reduction have been described, all of which have 
disadvantages; human, manual reading and coding may result in researcher bias, poor 
inter-rater reliability, and confusion in meaning and interpretation (Weber, 1990). To avoid 
these disadvantages, I conducted the analysis and coding of the reflections using a CATA 
tool. A discussion of the function, features and benefits of Leximancer and configuration of 
the software follows in Section 4.8 of this chapter. 
Data collected from the emotional intelligence and demographic surveys were quantitative. 
The analysis of the MSCEIT data (Study 1) and analysis of the written reflections (Study 2) 
were initially conducted separately. This was followed by an analysis of the qualitative data 
using the most recent version of Linguistic Inquiry and Word Count 2015 (LIWC2015Ó) 
software to allow conversion of qualitative data to numeric format (Study 3). LIWC2015 is 
a validated content analysis program that allows integration of the qualitative and 
quantitative data (Kahn, Tobin, Massey, & Anderson, 2007; Tausczik & Pennebaker, 2010; 
Tov, Ng, Lin, & Qiu, 2013). Sandelowski, Voils, and Knafi (2009) point out that by a 
process of converting non-numerical data to numerical values, researchers can integrate 
quantitative data; in this study, the emotional intelligence scores with the text in the written 
reflections. The process allowed the identification of patterns and the application of 
statistical analysis techniques to link both quantitative and qualitative data sets. In Chapter 
7 I discuss the analysis and results of the integrated data set. Findings from this study will 
contribute to the body of knowledge surrounding emotional intelligence and affective 
events experienced by nursing students during clinical placements. 
4.5.3 Recruitment 
To explore the relationship between emotional intelligence and response to affective 
events in nursing students, baseline emotional intelligence scores were collected on entry 
to an undergraduate nursing program, before the commencement of clinical placement. 
Nursing students were recruited during the first four weeks of a Bachelor of Nursing (BN) 
and dual degree Bachelor of Nursing/Bachelor of Midwifery (BN/BM). BN and BN/BM 
students undertake the same nursing focused coursework during semester one. 
Participants who had commenced a nursing program in the past were excluded. First-year 
students were chosen as later students with multiple clinical placements may have 
developed strategies to manage affective events. I considered that it was important to 
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measure emotional intelligence levels before the commencement of clinical placement to 
allow comparison between individuals and groups. The initial clinical placement was 
chosen to allow exploration of the types of and reaction to engagement during clinical 
placement. There was the potential that nursing students might have developed adaptive 
behaviours from the experience of prior clinical placement. This would have the potential 
of underestimating or overestimating the effects of engagement. Participants were 
introduced to the study during the first week of their program and invited to take part in the 
research project. The aim was to gain participation by all 161 students enrolled in the 
program (except those excluded).  
To encourage participation, an extra assessment credit was offered, in addition to a draw 
for two book vouchers. Nursing students who indicated an interest in participating were 
provided with information about the research study (Appendix 1) and a consent form 
(Appendix 2). On completion of the initial recruitment, 102 nursing students agreed to 
participate and returned signed consent forms. In order to increase participation, another 
recruitment round was undertaking during the second week of the nursing program as not 
all students attended the university during week one. The second round gained a further 
19 participants bringing the total to 121. All interested students were sent information on 
the study via email, and if consent was given, individuals were provided with the web link, 
code and password to complete the MSCEIT instrument. The MSCEIT was scored by 
MultiHealth Systems Inc (MHS), and data were presented in an Excel spreadsheet which 
was imported into SPSS version 24 software. Each student was also sent an email 
containing a demographic questionnaire (see page 72 for demographic questionnaire 
details). 
Ethical approval for the study was sought and received from The University of 
Queensland, Behavioural and Social Sciences Ethical Review Committee (Appendix 3). 
Emotional intelligence scores and written reflections were matched by identifiers, known 
only to the researcher, to allow matching of survey responses for data analysis. All 
responses were kept confidential and accessible only by myself. Confidentiality was 
maintained using an individualised, reflective blog format, that was accessed through the 
university learning management system. All other students in the cohort were asked to 
complete the same assessment piece, only the nursing students’ clinical lecturer who 
marked the assessment and the researcher had access to the written reflections. The 
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pedagogy underpinning reflective practice and its value to nursing practice is discussed 
further in the data sources section of this chapter. 
4.5.4 Sample Size and Setting 
The full cohort of 189 BN and dual degree BN/BM students were invited to participate, 
allowing exploration of the range of and links between their emotional intelligence and 
management of affective events during the first clinical placement experience. This study 
was undertaken at The University of Queensland, Australia (see Figure 4-1). The BN and 
BN/BM programs are offered on a full-time basis only in a range of clinical schools 
partnered with hospital facilities in south-east Queensland. Students attend compulsory 
attendance problem-based learning tutorials and clinical simulation sessions on one day 
per week. Students have the opportunity to attend weekly lecture days. Also, students 
complete two days of clinical placement commencing in week five of the first semester. In 
semester one, students undertake a total of 12 days of clinical placement.  
 
Figure 4-1 Map of Australia indicating the city of Brisbane 
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4.6 Study 1 (Chapter 5): Method and data sources 
As discussed in chapter two, there has been increasing popularity in the value of 
emotional intelligence in nursing practice. However, heterogeneity between emotional 
intelligence tools, and the number of different variables measured, does not allow 
comparison. No studies have been identified that focus specifically on the influence of 
emotional intelligence on the management of affective events by nursing students. A one-
off cross-sectional survey was conducted to collect emotional intelligence data, measured 
using a Stream 1: ability model (ABEI), in a sample of nursing students entering their first 
year of a nursing education program.  
I acknowledge that longitudinal study methods are more rigorous; however, a one-off study 
was necessary to collect baseline emotional intelligence data before clinical placement 
activity commenced. Firstly, this allowed the development of a baseline data set, to avoid 
growth in emotional intelligence with age (Parker, Saklofske, Wood, Eastabrook, & Taylor, 
2005; Van Rooy, Alonso, & Viswesvaran, 2005). Secondly, there was the potential that 
clinical placements may influence emotional intelligence via an experiential learning 
pathway (Benson et al., 2010; Horton-Deutsch & Sherwood, 2008).  
4.6.1 Choice of Emotional Intelligence Test 
The purpose of the first literature review was first to justify the need for the research 
project and secondly to identify and differentiate between the emotional intelligence 
instruments available. Early research conducted in other disciplines indicates that the 
concepts of emotional intelligence, coping style and the management of affective events in 
the workplace are related. In the discipline of organisational behaviour, Gooty et al. (2014) 
and Kafetsios and Zampetakis (2008) showed that coping styles were influenced by 
emotional intelligence levels. In this regard, Gooty et al. (2014) further identified that ABEI 
was a predictive factor in an individuals’ management of affective events at work. While 
Gooty and her colleagues examined emotion-focused coping only, they point out that ABEI 
allows the individual to judge when to ‘let go’ of negative emotions such as anger and guilt. 
This brings into question the commonly held notion that emotion-focused coping is 
maladaptive. The research found that ABEI levels influenced coping styles and 
management of affective events. A detailed discussion of the method and findings of the 
first literature review was included in Chapter 2. 
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Earlier, Kafetsios and Zampetakis (2008), examined the effect of emotional intelligence on 
positive and negative affect at work, particularly in relation to job satisfaction. Although the 
authors used a self-report Stream 3, mixed model instrument, there are possible 
comparisons as to the nature of individual affect management and coping styles. There 
was a direct relationship between emotional intelligence and positive affect. As a result, 
individuals with high emotional intelligence were likely to adopt cognitive and highly 
motivated strategies to resolve negative experiences. Kafetsios and Zampetakis argued 
that this predicted better work outcomes resulting from both cognitive and emotional effort.   
4.6.2 Mayer Salovey Emotional Intelligence Test (MSCEIT) 
Historically, academic performance measured by intelligence quotient (IQ) has been the 
marker for life and career success. Mayer, Caruso and Salovey (1999) originally 
developed the Multi Factor Emotional Intelligence Scale (MEIS) which measured 
emotional intelligence through an individual’s responses to emotional problem-solving. 
Roberts, Zeidner and Matthews (2001) tested the MEIS in a cohort of military personnel 
and found discrepancies in reliability between the consensus and expert scoring and some 
overlap with psychological constructs. However, the authors did agree that emotional 
intelligence did have some merit, notwithstanding the issues with reliability, which could be 
resolved with the careful redevelopment of the measurement tool.  
The MEIS was redeveloped in response to the above criticisms and named the MSCEIT 
(Mayer et al., 2001). Nonetheless, questions were still raised as to the validity and 
reliability of the tool (MacCann, Matthews, Zeidner, & Roberts, 2003), and it was again 
redesigned. This research has adopted the most recent version of the MSCEIT (V.2). The 
choice of the ability model rather than a mixed model (Stream 3) lies in the latter being 
complex with a wide range of constructs that are related to both cognitive intelligence, 
personality characteristics and affect (Joseph & Newman, 2010). In response to repeated 
calls for consistency in emotional intelligence measures used, the findings from this 
research will add to previous nursing research based on the MSCEIT which is an ability 
model of emotional intelligence (Beauvais et al., 2011; Beauvais, Stewart, DeNisco, & 
Beauvais, 2014; Cheshire, Strickland, & Carter, 2015; Codier & Odell, 2014; Marvos & 
Hale, 2015; Nosek, 2015; Shanta & Gargiulo, 2014; Shanta & Connolly, 2013; Szeles, 
2015). 
The MSCEIT is an ability model of emotional intelligence suitable for adults over the age of 
17 years and provided the conceptual framework for the study. The MSCEIT assesses an 
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individual’s ability to reason and use emotion to enhance thought (Mayer, Salovey, 
Caruso, & Sitarenios, 2003). Branch one measures emotion perception; branch two 
measures an individuals’ ability to facilitate or interpret emotion; in branch three, the 
capacity to understand emotion is measured and finally in branch four emotion 
management is measured. Each branch consists of two different tasks; for example; 
perceiving emotions requires participants to respond to faces and pictures. The branch 
two, assessment, assesses sensations and facilitation. Branches three and four follow a 
similar format but use different challenges (Mayer et al., 2003).  
MSCEIT developers assessed internal consistency using data from the standardization 
sample totalng 5,000 respondents. The normative sample is 52% female (N = 2,599), 
37.3% male (N = 1,866) and 10.7% unreported. Ages ranged from 17 - 79, with 72% of the 
sample under 30 years (Mayer, Salovey, & Caruso, 2002). The full-scale internal 
consistency is high with a split-half reliability of 0.93 with reasonable internal consistency 
at Area score level (Strategic EI= 0.88 and Experiential EI = 0.90). Branch score internal 
consistencies are described as adequate (0.79–0.91). Two week, test-retest reliability 
estimates for the MSCEIT total score correlation coefficient of r = 0.82 (N = 62) (Brackett & 
Salovey, 2006; Mayer et al., 2002).  
The MSCEIT demonstrates good reliability and validity (Borges, Stratton, Wagner, & Elam, 
2009; Brannick et al., 2009; Carr, 2009; Føllesdal & Hagtvet, 2009) and is currently the 
only test that compares self-reported scores against expert and consensus opinion. The 
MSCEIT takes approximately 45 minutes to complete, in this study, the full-scale, (total EI) 
area (strategic and experiential) and branch scores were interpreted for the highest level of 
reliability and validity. The current version MSCEIT (V2) contains 141 items to measure 
four branches of EI. Examples of MSCEIT questions can be found in Appendix 5. 
4.6.3 Demographic Survey 
A mixed method design is advantageous as it allows examination of several variables 
relating to nursing students’ emotional intelligence and their ability to manage affective 
events during clinical placement. Several demographic and academic variables were 
examined to identify whether there were any mediating relationships between emotional 
intelligence and coping styles. Additionally, relationships between emotional intelligence 
and affective events were scrutinised to identify contributing causes to attrition at the end 
of the year one (the most common time for students to withdraw from study). Participants 
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completed the demographic survey and written reflective work during the period of 
April/May 2013.  
A seven (7) question demographic questionnaire sought responses to the following 
questions: 
1. Identifier: converted to text and numeric code to avoid identification of 
participants. 
2. Gender.  
3. Language; the first language of participants. 
4. Overall position (OP): tertiary entrance rank used to gain entrance into 
Queensland, Australia, Universities. 
5. Education Level: participants asked to report whether year 12 completed and 
any post-secondary qualification attained. 
6. Previous healthcare experience: participants asked to report any previous 
experience in healthcare. 
7. Living arrangements: participants asked to report whether living at home, living 
in shared accommodation, living alone, living with a partner. 
4.6.4 Academic and Clinical Outcomes 
To identify those students who chose not to continue their program of education, data on 
attrition at the end of year one, semester one and two were collected. Additional 
information relating to academic achievement (Grade Point Average [GPA]) and clinical 
performance reports were also collected for the first year of participants program. 
Integration of these data will be discussed in the following sections. These data were 
matched to individual students and de-identified. 
4.7 Study 2 (Chapter 6): Method and data sources 
For this study, the qualitative content analysis of the written reflections was undertaken 
using the computer-aided text analysis (CATA) software; Leximancer 
(www.leximancer.com). An extensive body of quantitative literature has been published on 
the ability model of emotional intelligence; however, there has been little qualitative 
analysis of the topic (Lindebaum, 2015). The emphasis on quantitative analysis fails to 
account for the personal experiences, which poses a risk to ecological validity (Cacioppo & 
Gardner, 1999). Therefore, a qualitative approach was taken in response to recent 
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recommendations to focus on broadening the existing knowledge surrounding ability 
emotional intelligence (Ashkanasy & Daus, 2005; Cherniss, 2010; McCleskey, 2014).  
4.7.1 Considerations of Rigour and Avoidance of Researcher Bias 
Content, textual and thematic analyses have all been used to examine the elements of 
nursing practice. Although the terms are often used interchangeably. Methods of textual 
data analysis have been described as problematic due to the potential risk of variability in 
interpretation. Principally, the human processes of reading and manual coding may result 
in bias, poor inter-rater reliability and lack of reproducibility in interpretation (Weber, 1990). 
The choice of an interpretive paradigm fulfilled the need for exploration of the situational 
characteristics of affective events in nurse education.  
In the past, CATA software has had the advantage of being able to process large amounts 
of information; but has lacked the situational context, particularly during coding and 
interpreting procedures (Weber, 1990). To avoid the risk of researcher bias, the 
Leximancer program was used for the analysis of the written reflections. Leximancer 
allows qualitative, content analysis with a level of reliability, exceeding that of other 
methods, and is supported by a growing body of scholarly literature (Constantinou & Kuys, 
2013; Cretchley, Gallois, Chenery, & Smith, 2010; Taua, Neville, & Scott, 2015). The 
methodological issues surrounding the organising; the categorizing, and the interpreting of 
the data obtained will be detailed in Chapter 6. 
As discussed in Chapter 1, the underpinning philosophy for the project is based on critical 
realism, which was conceptualized by Roy Bhaskar (1978, 1998b). This anti-positivist 
movement used the term ‘critical’ to reject the methodological individualism and claims to 
truth. Principally, critical realism accepts the positivist beliefs that the word is observable 
and not dependent on human awareness (Bhaskar, 1998b). Critical realists contend that 
knowledge is socially constructed by thinking and feeling human beings, each with an 
individual perception and interpretation of the world around them.  
The theoretical and philosophical similarities between qualitative content analysis and 
formal grounded theory methods require acknowledgement. In particular, identification of 
themes in the written reflections and interpretation of individual experiences needed to be 
undertaken systematically and rigorously as emphasized by Altheide and Johnson (2011); 
Corbin and Strauss (1990); Strauss and Corbin (1998). Nonetheless, it was essential to 
capture the participants’ recollection and perceptions of the event with the context of 
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clinical placements as opposed to an inferential method such as a questionnaire or survey. 
The written reflections were considered to represent the participants’ understanding of the 
affective event described.  
A qualitative content analysis approach was employed to explore participants written 
reflections. I considered that this method would facilitate a deeper understanding of the 
nature of individual experiences and the driving forces behind emotion regulation 
behaviour. I took a grounded theory approach to the analysis of the participants written 
reflections to generate theory from the data. I made few initial changes to Leximancers’ 
default configuration to allow the maximum number of themes and concepts to be 
discovered. To increase the clarity and focus of the analysis, a more in-depth profiling 
approach was used. This will be discussed further in the Leximancer operation section in 
Chapter 6.  
The choice of reflective writing analysis was based on the need to ensure that the 
research study did not have an adverse impact on nursing students’ academic workload as 
I considered that this would limit participation. Students were required to complete a 
reflective writing exercise during semester one as part of regular course work. Therefore, 
participating in this research project would not add further academic workload. The choice 
of a reflective writing exercise allowed the nursing students to both discuss and reflect on 
events occurring during clinical placement in a manner that contributed to learning 
outcomes. Participants’ MSCEIT scores were linked to their reflections for the analysis. 
Since the importance of being a reflective practitioner is embedded in the Nursing and 
Midwifery Boards Standards for the Registered Nurse (2016), all students were required to 
complete reflective writing activity as part of their normal coursework; they were assisted in 
doing so by using the Clinical Judgment Model (CJM, Tanner, 2006) . The CJM was 
adopted and taught in lectures and tutorials as part of normal coursework to help students 
to develop the ability to reflect on nursing practice. Barrett et al. (2007) argued that an 
individual’s account of events is a means to understand emotion regulation behaviours. In 
this respect, thoughts and feelings may be revealed by the language used.  
The mapping of the reflective writing framework to the process model of affective response 
will be discussed in detail in the data collection section in Chapter 6. Research on 
emotions from other disciplines has indicated that there may be bias in memory recall and 
common method variance in survey responses (Doty & Glick, 1998). Therefore, to reveal 
the nature of emotion regulation and coping style, the reflections written about the first 
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exposure to affective events needed to be completed by the end of the initial four weeks of 
placement. Some students may not experience a situation that causes emotional arousal, 
or they may not feel comfortable about discussing emotions. I acknowledge that this is a 
limitation and may reduce the volume of emotion-related data that is collected. 
4.7.2 Framework for Analysis of Written Reflections 
A broad literature exists about the value of reflective writing as a learning/teaching tool in 
nurse education. In particular, reflective writing has been shown to scaffold the 
development of clinical reasoning skills and resilience in nursing students (Adamson & 
Dewar, 2015; Epp, 2008; Horton-Deutsch & Sherwood, 2008; Rees, 2013). The ability to 
reflect on practice is also a mandatory requirement in professional competency standards 
in countries such as Australia (Nursing and Midwifery Board of Australia), New Zealand 
(Nursing Council of New Zealand) and the United Kingdom (Nursing and Midwifery 
Council). The importance of being a reflective practitioner is embedded in the Nursing and 
Midwifery Boards Standards for the Registered Nurse (2016). 
All the nursing students had completed a learning activity on how to write a reflective 
journal as part of their regular coursework. The clinical judgment model (CJM, Tanner, 
2006) was used to assist students in writing their reflections and is discussed in the 
following section with an explanation of how the MSCEIT was mapped to the CJM for 
analysis. In this chapter, the term ‘clinical reasoning’ refers to the ability to think critically, 
to problem solve and to make decisions during nursing practice. To gain a deeper 
understanding of the types of events that elicited an emotional response, the study 
required participants to reflect upon an experience during their clinical placement. A 
reflective writing method was chosen instead of a laboratory simulation, as a laboratory 
environment may not have captured the holistic, real-world nature of the event.  
4.7.3 Clinical judgment model mapping  
The CJM described by Tanner (2006) was chosen by the university to provide the 
framework for the development of critical reasoning and reflective skills in nursing 
students. In this regard, Tanner argues that nursing practice is complex and existing 
models of care evaluation fail to accommodate for the complex reasoning involved when 
clinical judgements are made. Therefore, the CJM was used in this study to help 
participants understand, construct and guide their written reflections. The CJM was 
mapped to the process model of affective response (PMAR) using the MSCEIT sub-
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branches. Table 4-1 outlines the mapping used for the reflection analysis. The instructions 
for the assessment are attached, as Appendix 4. The nursing students were encouraged 
to reflect on their thoughts, feelings and behaviours, during a situation that occurred in 
clinical practice. Those situations involving interaction with patients, their families or the 
multidisciplinary team were of interest, to establish how nursing students develop the 
ability to perceive, understand and manage affective events. It was important to make 
explicit the factors that initiated an emotional response, and this will be discussed in the 
results section. 
Table 4-1 Mapping of MSCEIT Sub-branches to the CJM 
Mapping of MSCEIT Sub-branches to CJM 
MSCEIT Sub-Branch  CJM  
1 Perceiving  Noticing 
2 Facilitating  Interpreting 
3 Understanding  Responding 
4 Managing  Reflection in and on Action 
 
To avoid potential confounding factors, pre-placement completion of emotional intelligence 
and demographic surveys will allow the planned data analysis of multiple regression 
techniques. Nursing students’ management of affective events was studied to make 
clearer how nursing students develop ability in the perception, understanding, and 
management of emotional situations during clinical placement. This study used a 
computer-aided text analysis tool (Leximancer) to analyse the qualitative data.  The 
following section explains the function, features and benefits of Leximancer as a computer-
aided text analysis tool (CATA) tool. 
4.7.4 Computer-Aided Text Analysis using Leximancer 
Researchers can reconfigure default settings to align with the type of data collected and 
the aims of the research project. The analysis configuration may be supervised; whereby, 
the researcher creates concepts based on knowledge of the research area. However, 
there are risks related to the analysis of textual data that stem from the variability and 
reliability of data reduction (Weber, 1990). The benefit of using Leximancer lies in the 
ability to use an unsupervised approach. As described above, the software creates a list of 
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ordered extraction terms by reading, re-reading and then using algorithms, to identify 
themes and concepts in the text corpora. The statistical procedures and mathematical 
processes avoid subjectivity in the network displays and concept maps. Embedded 
bootstrapping also helps to reduce the risk of focus on areas of data in isolation to other 
areas.  
In this research study, emotion, emotional intelligence and affective events are of interest. 
A content analysis approach was adopted to examine how nursing students described 
their experience of affective events. The concerns and issues that arose during their 
clinical placement experiences were of interest. I acknowledge that while Leximancer 
limited bias in the extraction of terms, the interpretation process was undertaken by me 
and was based on the research questions of interest. Manual coding is time and resource-
intensive, but for this study, Leximancer was used primarily to avoid the risk associated 
with researcher bias. In contrast, thematic analysis software such as NVIVO, requires the 
researcher to find the themes and concepts, thereby potentially increasing the risk of bias.  
The researcher can customize the text in corpora after reviewing Leximancers’ automated 
extraction lists. In the present study, the process required the merging and deleting of 
concepts to improve map clarity by reducing fuzziness or eliminating terms with no 
meaning. When using Leximancer, initial default settings were used for each set of text 
corpora before merging terms of similar meaning. I analysed the written reflections in two-
sentence blocks or to the end of paragraphs if two whole sentences were not present. This 
allowed the extraction of data strands containing the frequency of each term within the 
context that it occurred. Additionally, the ability to immediately review the original text 
corpora allowed constant checking of the context for meaning during the analysis. 
Analysis of the written reflections using Leximancer (Version 4.5) was conducted in four 
(4) stages. Firstly, the raw reflections were electronically downloaded from the university’s 
learning management system where they had been held in the form of private journal 
entries. General formatting was checked, and hidden web page links and symbols were 
removed as these may have hindered Leximancer processing. The texts were then 
converted into Microsoft Word (.doc) format and saved individually with participant names. 
Following de-identification and tagging with coded identifiers, the raw texts were printed 
and read in full to check for errors in the download process. To allow comparison with data 
from the MSCEIT, the data were grouped by MSCEIT score (Table 4-2). 
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Table 4.2 MSCEIT Score Groupings for the Analysis 
MSCEIT Score  Name  
>=55 to <90  Consider Developing  
>=90 to <110  Competent  
>110 to <130  Skilled  
 
A reflective writing paradigm, as described by Tanner (2006), provided the foundation for 
reflective practice education. All participants completed a well-being educational activity 
before writing the narrative reflection. Content, textual and thematic analyses have been 
used to examine nursing practice and scholars have observed that the terms have been 
used interchangeably (Braun & Clarke, 2006). Multiple methods of data reduction have 
been described, all of which have disadvantages; human, manual reading and coding may 
result in researcher bias, poor inter-rater reliability, and confusion in meaning and 
interpretation (Weber, 1990). To avoid these disadvantages, analysis of the reflections 
was undertaken and coded using a CATA tool.  
Leximancer uses adapted techniques from the areas of computational linguistics, network 
theory, machine learning and computational science (Smith, Grech, & Horberry, 2002). 
Leximancer was designed to analyse natural language by using the Bayesian theory of 
prior belief and free word association to process and interrogate linguistic information 
(Smith & Humphreys, 2006). The artificial intelligence type of machine learning embedded 
in Leximancer mimics human episodic memory, that is; those memories recalled from 
events. The semantic memory processing function emulates remembering, as part of an 
instinctive brain function (Smith & Humphreys, 2006). The program alternates between 
semantic and relational extraction, using the semantic and episodic memory contained in 
the embedded thesaurus. “Semantic meaning” refers to the implicit meaning behind the 
use of words in written and verbal forms.  
On the other hand, the term ‘relational meaning’ refers to how words connect with each 
other within the context of blocks of sentences. In short, Leximancers’ episodic memory 
produces a relational extraction list via thesaurus learning. Subsequently, the semantic 
memory allows extraction of item-specific information (Smith & Humphreys, 2006). The 
software discovers and extracts thesaurus based concepts from individual corpora without 
the need for a prior or external dictionary (Smith & Humphreys, 2006). There is also the 
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option to use sentiment analysis where the frequency and co-occurrence of concepts are 
mapped against a built-in thesaurus of sentiment terms (positive versus negative). The 
software has the advantage of being able to learn from all types of uploaded data sets by 
iteratively reading, including content containing spelling or grammatical errors. Additionally, 
Leximancer displays a global overview of the corpora of interest and limits the potential for 
a focus on erroneous data. I will discuss this in greater detail in chapter seven.  
Leximancer extracts thesaurus based concepts from textual data; these are coded into 
lexical terms, weighted by importance, word frequency and co-occurrence (Smith & 
Humphreys, 2006). The term co-occurrence is used in the context of a default, three-
sentence structure. This differs from collocation, which in linguistic terms refers to words 
that commonly occur together in the English language such as excruciating and pain. 
Leximancer derives a ranked list of the important lexical terms based on word frequency 
and co-occurrence of usage (Smith & Humphreys, 2006). Following this, concepts are 
created from a statistically developed thesaurus. The text is classified using three-
sentence segments, producing an index of concepts and matrix of concept co-occurrence. 
The relative frequency of concept co-occurrence is presented as a two-dimensional 
concept map that displays parent themes and underlying concepts. 
Leximancer provides a display of colour-coded interacting themes and concepts to allow 
the researcher to view a visual concept map of the complete data set. In addition, the data 
is displayed in both numeric and narrative formats to allow reporting and mining of textual 
concepts for analysis. Increasing the resolution of the concept map reveals additional 
concepts which are also linked by a spanning tree indicating relationships between themes 
and concepts (Angus, Rintel, & Wiles, 2013). Links to the original text for quantitative as 
well as qualitative thematic analysis are provided and maintained throughout the process 
(Smith & Humphreys, 2006).  
The analysis is presented in both numeric and concept map formats, detailing the main 
themes occurring within the reflective journals (Smith & Humphreys, 2006). Leximancer 
measures, weights and clusters data, producing a two-dimensional map. The resulting 
concepts are ranked by count and relevance, indicating the relationships between themes 
(Leximancer, 2005). Automatic content analysis of text extraction employing an iteratively 
created thesaurus of terms eliminates the need for a researcher-developed coding 
scheme. Leximancer conducts both concept and relational analysis and displays the 
presence of defined concepts as well as how the concepts relate to each other. The 
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weighting of terms defines the frequency of occurrence, and the frequency of co-
occurrence is displayed as a visual, conceptual map. 
Leximancer is a relatively new CATA software tool and has been used in a range of 
different disciplines as an alternative to manual coding during qualitative content analysis. 
In the healthcare field, Cretchley et al. (2010), used Leximancer to examine conversations 
between people with schizophrenia and their family, or professional carer’s. From a 
nursing perspective, a recent study by Bell, Campbell, and Goldberg (2015) applied CATA 
using Leximancer, to explore the literature surrounding relationships between the nursing 
professional identity and patient-centeredness. Travaglia, Westbrook, and Braithwaite 
(2009) used Leximancer to identify inter-group variation on evaluations of a new incident 
reporting system. In a similar vein, Howard, Fleming, and Parker (2013) applied 
Leximancer to report lack of communication and information sharing in their investigation 
of quality and patient safety systems and patient complaints. An in-depth explanation of 
the test customization that was used in the analysis of the narrative reflections is provided 
in chapter six.  
4.8 Study 3 (Chapter 7): Method and data sources  
For this mixed methods study, the qualitative data from the reflections will be transformed 
through the use of Linguistic Inquiry and Word Count 2015 (LIWC2015) to numeric data. 
the aim will be to enable investigation of individual and group differences in emotion 
language use based on level of emotional intelligence. LIWC2015 is designed to examine 
the structural, cognitive and emotional components of written expression. Research has 
found that the words that individuals say or write can be an indicator of cognitive, 
functional and emotional thought processes (Tausczik & Pennebaker, 2010). LIWC2015 is 
designed to investigate cognitive, emotional and structural elements in narratives. The 
most recent version: LIWC 2015, (Pennebaker, Booth, Boyd, & Francis, 2015) comprises a 
dictionary containing nearly 6,400 words and word stems. Each dictionary defines one or 
more word categories which are arranged hierarchically. LIWC processes text and then 
calculates the percentage of words that match each category.  
The program is capable of analysing over 86% of the words that are used in speech and 
written expression. Target words identified in textual data are compared with the 
LIWC2015 dictionary file. The dictionary file contains groups of words that are, in LIWC 
parlance, termed domains and are comprised of subcategories of words. Domains such as 
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positive and negative emotion will contain a range of words that are referred to as sub-
dictionaries or word categories. For example, the domain of psychological processes 
contains the category: Affective processes, which encompasses both positive and 
negative emotion subcategories. The domain of positive emotion contains positive emotion 
words (e.g., love and nice). The negative emotion domain contains words related to 
negative emotions (e.g., anxiety, anger, and sadness).  
LIWC software has been used to examine course performance (Bell, Robinson, & See, 
2013), nurses emotional talk (Bloomer, O’Connor, Copnell, & Endacott, 2015), end-of-life 
care (Rees et al., 2015), and students attitudes to aging (Lee, 2009). The use of LIWC 
enabled the identification of patterns in positive and negative emotions that were present 
in the reflections. The numeric data were compared between groups based on emotional 
intelligence level, and the LIWC program mean to discern whether nursing students are 
different from the general population. The linguistic profiles in the written reflections were 
also examined to identify any differences between emotional intelligence and attrition 
across the three groups.  
The relationships between the positive/negative events that were described in students’ 
reflections with emotional intelligence scores and course progression to the end of year 
one will be examined using the Linguistic Inquiry and Word Count (LIWC2015) software 
program. LIWC2015 facilitates content analysis of textual data by counting words that fall 
into various categories contained in an internal dictionary (Tausczik & Pennebaker, 2010). 
LIWC2015 counts target words and results are presented as a percentage of the total 
number of words in the text sample. Positive and negative emotion words, for example; 
happy or joy are likely to be used in writing about a positive event. On the other hand, 
negative emotion words such as sadness or anger are more likely to be used when writing 
about a distressing situation (Tausczik & Pennebaker, 2010). A sub-category of analysis 
reviewed the effects of the demographic variables on emotional intelligence and overall 
positive/negative effect of the affective event.  
For each corpus, approximately 90 output variables are produced, including but not limited 
to word count, language variables, psychological constructs (affect, positive and negative 
emotion, cognition, biological processes, drive), personal concern categories and 
punctuation categories (see Pennebaker et al., 2015 LIWC 2015 Development Manual). 
The summary language variables of analytical thinking, clout, authentic tone and emotional 
tone were added in 2015. The data output also includes three general descriptor 
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categories (words per sentence, per cent of target words and per cent of words longer 
than six letters); 21 standard linguistic dimensions (e.g. percentage of words in the text 
that are pronouns), 41, word categories relating to psychological elements such as affect, 
cognition and drives, six personal concern categories (home, leisure etc.), informal 
language markers and punctuation categories. The analytic thinking dimension examines 
and reports on the degree to which student used formal and logical thinking patterns in 
their reflections. Lower scores indicate more informal thinking which may be expected 
when writing a personal reflection. Study 3 is detailed in Chapter 7. 
4.8.1 Mayer Salovey Caruso Emotional Intelligence Test 
The MSCEIT is available through MultiHealth Systems (MHS), the 141-item questionnaire 
is completed online, and results are presented in spreadsheet format for analysis. To 
maintain anonymity, participants were identified by code only to allow tracking of 
individualized data through the study period. Baseline emotional intelligence scores were 
collected on entry to an undergraduate nursing program and before any clinical placement 
experience.  
4.8.2 Demographic Data Source 
Demographic data were collected using a survey administered via email. 
4.8.3 Academic and Clinical Achievement Data Sources 
Data relating to nursing students’ course progression to the end of year one and grade 
point average details were accessed from the university’s learning management system 
and displayed as variables in SPSS together with data from the MSCEIT and demographic 
survey. 
4.8.4 Written Reflections 
As part of regular course-work, participants were asked to complete a reflective journal 
assessment. A copy of the reflective journal question is attached as Appendix 3. 
Qualitative content analysis of the individual written reflections was chosen as the method 
to explore the nature of affective events experienced by nursing students during semester 
one of their education program. Participants were encouraged to reflect on their thoughts, 
feelings, and behaviours during events, which occurred during clinical placement that 
related to their interaction with patients, their families or the multidisciplinary team.  
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The numeric data sourced from the MSCEIT and demographic variables will be detailed in 
Chapter 5. The Leximancer coding of data from the written reflections will be described in 
Chapter 6. Chapter 7 discusses the findings from the MSCEIT (v2) data, the course 
progression data and results from the LIWC2015 derived text analysis of the reflective 
journals. Chapter 8 will integrate the findings from the three studies, and in Chapter 9, I will 
discuss the limitations and make recommendations for future research before concluding 
the research study. 
4.9 Conclusion 
In this chapter, I have described the methods employed in this research study. In the 
following chapters, the analysis and results of the three sets of data sources will be 
presented. Chapters 5, 6 and 7 do not contain literature reviews, as these have been 
provided in Chapters 1 and 2. In Chapter 8, I will integrate all findings and suggests 
implications with practical suggestions arising from the research. 
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 Analysis of Mayer Salovey Caruso Emotional Intelligence Test and 
Demographic Data 
5.1 Introduction 
This chapter reports the results of the analysis of the Mayer Salovey Caruso Emotional 
Intelligence Test (MSCEIT). The chapter will report (a) findings from the descriptive 
analysis of the total, area and branch scores; (b) statistical analyses conducted to identify 
relationships between the MSCEIT scores and the characteristics of the study population. 
The aim of Study 1 was to explore levels of emotional intelligence, demographic 
characteristics and attrition in a sample of first-year undergraduate nursing students. The 
MSCEIT is an ability model of emotional intelligence, and completion of the instrument 
requires a high level of conscious awareness, and thought, to navigate through the various 
questions. MSCEIT is a performance-based instrument, and in this regard, differs from 
self-report (stream two), and the stream three mixed models of emotional intelligence. The 
141 items in the MSCEIT are designed to measure four branches of emotional intelligence. 
The MSCEIT has been used in nursing research and in nursing students (Beauvais et al., 
2011; Beauvais, Stewart, DeNisco, et al., 2014; Cheshire et al., 2015; Codier & Odell, 
2014; Marvos & Hale, 2015; Nosek, 2015; Shanta & Gargiulo, 2014; Shanta & Connolly, 
2013; Szeles, 2015) 
This cross-sectional study aimed to answer the following research questions: 
RQ1. What is the range of emotional intelligence scores across a sample of nursing 
students entering the first year of a nurse education program?  
RQ2. Are there differences in attrition rates between groups of nursing students, 
identified by emotional intelligence competency?  
RQ3. Are there differences between MSCEIT scores, demographic characteristics 
and attrition rates? 
5.2 Data Preparation 
All scoring was completed by Multi-Health Systems (MHS) Inc, the administrator of the 
MSCEIT. When scoring was complete MHS sent a link to the excel spreadsheet to the 
author (Gillian Lewis). The standardised scoring compared with consensus was chosen, 
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and compares individual scores to the normal distribution of a national sample. The 
average score is 100, with a standard deviation of 15 (Mayer et al., 2002). After screening 
for errors and outliers, data were analysed (MSCEIT scores, demographic data, course 
progression and grade point average) using SPSS (v.24). Frequencies were examined, 
and any errors corrected before analysis. The data were also tested for violations of 
normality and homogeneity of variance, and parametric or non-parametric statistical tests 
were undertaken accordingly. The MSCEIT total scores were normally distributed across 
the sample.  
Aggregated data were analysed using the whole data set initially, to examine MSCEIT 
total and branch scores, age, grade point average (GPA) and course progression. The 
total MSCEIT score and branch scores were the independent variables. The dependent 
variable was coded as follows - attrition rate as course progression to end of year 1 (0 = 
no; 1 = yes). The relationship between age and total emotional intelligence was examined 
using Pearson product-moment correlation coefficient. Course progression (attrition) and 
the individual MSCEIT competency groupings were examined using descriptive statistics 
and Chi-square tests of independence.  
5.2.1 Treatment of missing data 
Demographic data were not received from 21% of participants. I made unsuccessful 
attempts to improve the response rate by sending reminder emails and by repeating 
presentations at lectures. Missing data occurs when respondents fail to answer survey 
items, and this problem is not uncommon in health research (Penny & Atkinson, 2012; 
Wagner & Smith, 2010). Possible reasons for the lack of response to the demographic 
questionnaire include a high academic workload, the existence of clinical placement 
priorities and also a lack of interest in the study. Another potential reason was related to 
questionnaire overload. The MSCEIT contains 141 items and takes 35-45 minutes to 
complete. After completing the MSCEIT, respondents may not have identified returning the 
demographic questionnaire as a priority for them. Missing data can threaten the validity of 
research studies; therefore, practical measures to manage the problem are needed 
(Penny & Atkinson, 2012; Ware, Harrington, Hunter, & Agostino, 2012).  
Tabachnick and Fidell (2013) outline five strategies to manage missing data: deleting 
cases or variables, estimating the missing data, using a correlation matrix, treating the 
missing data as data and repeating analyses with and without the missing data. Therefore, 
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to assess the effect of missing data, two data sets were created. Set one contained the 
complete data set, including the missing demographic variables. Set two contained only 
cases that contained all data, including the demographic variables. Logistic regression 
analysis was performed separately on each data set and the results compared. Neither 
Set one (full data set) or Set two (missing cases deleted) showed any relationship between 
the variables and course completion or total emotional intelligence scores. 
5.3 Description of the Sample 
One hundred and twenty-one students (119 females and two males) consented to 
participate in the research study. The response rate was reduced to 69.4% (n = 84) 
because 35 students did not complete the MSCEIT, which is accessed through a 
secondary website (MHS, Inc). One student attempted the MSCEIT but failed to answer 
parts of the test; therefore, no scoring was possible. Nineteen students did not complete 
the demographic questionnaire. Table 5-1 describes the gender, ethnicity, previous 
healthcare experience and age of the sample.  
Most students identified as white Caucasian (n = 68, 84%), and the remainder identified as 
Asian (n = 11, 13.6%) and African- American (n = 2, 2.5%). The age of the participants 
ranged from 17 to 51 years (M = 21.01, SD = 7.36). Most of the participants (74.1%) were 
between the ages of 17 and 20 years of age. An age difference in the sample is an 
important consideration as previous research has demonstrated that emotional intelligence 
scores increase with age (Cabello, Sorrel, Fernández-Pinto, Extremera, & Fernández-
Berrocal, 2016; Fernández-Berrocal, Cabello, Castillo, & Extremera, 2012). A further 
15.8% (n = 13) were aged between 21 to 30 years and the remainder (n = 8) aged 
between 31 years and 51 years. 
Data for age were positively skewed (skewness = 2.68) with most participants being aged 
between 17 and 20 years of age. However, the overall age range of 17-51 years was not 
unexpected because both school leavers and mature age students undertaking a career 
change have equal access to a nurse education program. I decided not to transform the 
variable to reduce skewness, and the older respondents were retained. The majority 
(61.5%) had no previous experience in nursing in the healthcare industry. The remaining 
38.5% had some experience in the healthcare environment but not in nursing. 
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Table 5-1.Demographic Information (n = 83) 
Characteristic % 
Gender  
Female  97.6 
Male 2.4 
  
Race  
Caucasian 84.5 
Asian 13.1 
Black/African American 2.4 
  
Age (years)  
17 - 20 74.1 
21 - 30 15.8 
>30 9.7 
No response 1.2 
  
Experience working in health industry  
No previous experience 61.5 
Previous experience 38.5 
Missing  
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Table 5-2 describes the first language, tertiary entrance scores, education level and living 
arrangements of the sample. The educational level of the sample varied from school 
leaver to vocational qualifications and a bachelor’s degree. 
Table 5-2.First Language, Tertiary Entrance Score, Education Level and Living 
Arrangement 
Characteristic % 
First Language  
English 72.6 
Other 4.8 
Missing 22.6 
Tertiary Entrance Score (Overall 
Position) 
[OP] 
 
OP >10 63.1 
OP <10 36.9 
Missing  
Education Level   
Year 12 78.5 
Vocational Education and Training 
(VET) /Cert/Dip 
15.4 
Bachelor’s degree 6.2 
Missing  
Living Arrangements  
Living at home with family 56.9 
Living in shared accommodation 20 
Living alone 7.7 
Living with partner 15.4 
Missing  
Ch 5 Study 1 
 90 
5.4 Data Analysis 
Binary logistic regression analysis was performed to investigate the extent to which 
emotional intelligence levels of students entering the first year of a nursing education 
program contributed to attrition and academic success. Logistic regression, unlike other 
techniques does not make assumptions about the distribution of the predictor variables 
(Tabachnick & Fidell, 2013). This method allowed calculation of the likelihood/odds ratio of 
the dichotomous dependent variable; course progression. Ordinary least squares is an 
example of a linear regression model with a dependent variable that is either 0 or 1; and 
the probability of observing either a 0 or 1 is dependent on one or more independent 
variables (Tabachnick & Fidell, 2013). Logistic regression analysis may be used to predict 
the influence of continuous and discrete variables or a combination of both. MSCEIT 
branch scores, academic success measured by GPA and age were chosen as 
independent variables. Statistical significance was determined on a two-tailed alpha level 
for all the analyses. 
5.4.1 Course Progression 
A correlation matrix was performed to identify any relationships between the predictor 
variables; gender, age, ethnicity, GPA and course progression (refer to Table 5-3 for 
details), GPA and course progression were the only variables related (r = 0.445, p = 0.01). 
In this sample, 16.7% (n = 12) nursing students left the program before completion; this is 
lower than the national average of 34% reported by Health Workforce Australia (2014). 
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Table 5-3 Correlation table for Predictor Variables 
 Sex Age Ethnicity 
Grade 
Point 
Average 
Course 
Progress 
Gender Pearson Correlation      
Sig. (2-tailed)      
N 82     
Age Pearson Correlation -0.076     
Sig. (2-tailed) 0.497     
N 81 81    
Ethnicity Pearson Correlation 0.145 -0.149   . 
Sig. (2-tailed) 0.195 0.185   . 
N 82 81 82   
Grade Point 
Average 
Pearson Correlation -0.053 -0.133 -0.098   
Sig. (2-tailed) 0.651 0.254 0.401   
N 76 75 76 76  
Course 
Progress 
Pearson Correlation -0.158 0.051 0.068 0.445**  
Sig. (2-tailed) 0.156 0.651 0.547 .000  
N 82 81 82 76 82 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
5.5 Results 
RQ.1. What is the range of emotional intelligence scores across a sample of nursing 
students entering the first year of a nurse education program?  
The reported emotional intelligence scores include the total emotional intelligence score, 
the area scores and the four sub-branch scores. Of the total sample, 83 students 
attempted the MSCEIT, one participant did not fully complete the branch 2 component, 
and therefore, a total MSCEIT score was not computed. The branches are indicative of an 
individuals’ ability to perceive, interpret, understand and manage emotion (Mayer, Salovey, 
et al., 2008). The area score; experiential emotional intelligence, reflects the composite 
score of the perception and interpretation branches and assesses ability to identify and  
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reason about emotion. Branch score analysis allowed examination of individual 
characteristics concerning emotion perception, interpretation, understanding and 
management ability.  
The relationships between the total MSCEIT score and the branch scores were examined 
to test the inter-correlation of each level as discussed by Mayer et al. (2003). The 
Reasoning area score was most highly correlated with the understanding branch (r = .749) 
and the managing branch (r = .839). In respect to the individual branches, correlations 
were low. These results provide some evidence that participants in this sample responded 
similarly to the sample tested by Mayer et al. (2003). The mean total emotional intelligence 
score for participants (n = 83) was 99.46 (sd = 12.77) with a range of 59 to122 indicating 
an average level of emotional intelligence when compared with the normative sample. 
An average level, i.e., a MSCEIT score of 100, when compared with the normative sample, 
in each branch would be expected for nursing students who care for patients and their 
families. The standard deviations for the total score and branch scores found in the sample 
are similar to those reported in other nursing education research (Beauvais, Stewart, 
DeNisco, et al., 2014; Codier & Odell, 2014; Nosek, 2015). See Table 5-4 for the inter-item 
correlations. The mean branch 1 score, which relates to emotion perception was 105.69 
(sd = 16.83) indicating an above-average level in 67.5% (n = 56) of respondents. The 
branch 2 score were in the average range when compared to the normative sample (M= 
97.92, sd = 14.61) and the numbers of participants who fell below average was also higher 
(66.3%) in branch 3: understanding emotions (m = 96.69, sd = 9.22). The mean branch 4 
score, which relates to managing own and others’ emotions was 96.57 (sd = 9.98) and 
was observed in 61.4% of participants. 
Table 5-4 Inter-Item Correlation Matrix Between MSCEIT Components 
 1 2 3 4 5 6 7 
1. Total EI  0.772 0.814 0.585 0.678 0.697 0.783 
2. Perceiving   0.534 0.178 0.376 0.884 0.350 
3. Facilitating    0.437 0.362 0.844 0.475 
4. Understanding     0.268 0.319 0.729 
5. Managing      0.415 0.837 
6. Experential       0.455 
7. Reasoning        
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Table 5-5 describes the results of the analysis of mean emotional intelligence scores for 
total, area and branches. Most students (n = 53 or 63.9%) demonstrated total emotional 
intelligence scores in the average range. A further 13 (15.7%) of students achieved scores 
that indicate a below-average level of emotional intelligence. The remaining 20.5% (n = 
18) scored in the above average range. Most students (n = 46 or 55.4%) scored in the 
competent range (100–128) for the experiential area score. Of the remainder 37 (44.6%) 
scored below average or Consider Developing with a range of 37–99. 
The mean branch 1 score was 105.69 (sd = 16.83) indicating an above-average level in 
67.5% (n = 56) of respondents and for branch 2 the mean was 97.92 (sd = 14.61). The 
numbers of participants who fell below average was also higher (66.3%) in branch 3: (m = 
96.69, sd = 9.22). The mean branch 4 score was 96.57 (sd = 9.98) and was observed in 
61.4% of participants.  
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Table 5-5 EI score mean ± SD and range for the total sample. 
    Range  
Score  Score M SD Minimum Maximum  
Total EI Total EI MSCEIT  99.46 12.77 59.02 122.08  
Area 1 Experiential 101.71 16.64 37 128 t = 2.88* 
Branch 1 Perceiving 
Emotions 
105.45 16.84 56 136 t = -
4.20*** 
Task Faces 117.20 26.14 48 143  
Task Pictures 98.28 10.18 70 113  
Branch 2 Facilitating 
Thought 
97.97 14.69 60 123 t = 
3.80*** 
Task Sensations 95.90 11.83 61 114  
Task Facilitation 101.79 15.44 59 133  
Area 2 Reasoning 97 8.84 69 116  
Branch 3 Understanding 
Emotion 
96.73 9.27 75 117  
Task Blends 95.49 9.34 71 113  
Task Changes 8.82 10.15 79 122  
Branch 4 Managing 
Emotions 
96.72 9.95 62 114  
Task Emotional 
Management 
97.76 9.39 70 120  
Task Emotional/Social 
Relations 
95.4 10.71 59 122  
Note: Sample scores in Areas 1 and 2; scores in Branch 1 were compared to scores in Branch 2; 
scores in Branch 3 were compared to scores in Branch 4 *p < .05; ***p < 0.001 
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After testing for violation of the assumptions of normality, linearity and homoscedasticity I 
examined the relationship between total emotional intelligence score, age in years and 
Grade point average (GPA), using Pearson product-moment correlation coefficient. GPA 
as measured on a seven-point scale, (with higher scores indicating greater academic 
achievement) ranged from 4.33 to 7.00 with a mean of 5.78 and a standard deviation of 
.865. I found a positive correlation, (r = .279, n = 82, p = 0.05) between age and total 
emotional intelligence scores. A medium correlation between three of the variables, GPA, r 
= .41, n = 76, p = .001, and age r = .367, n = 81, p = .001, indicated that higher GPA and 
increasing age was associated with higher levels of emotional intelligence. Refer to Table 
5-6 for details. 
Table 5-6 Pearson Product-moment correlations between Total EI, GPA and Age 
Scale 
1 2 3 
Total EI 
-   
 GPA   .41**  
Age    .37** 
**. p < 0.01 (2-tailed). 
 
RQ2. Are there differences in attrition rates between groups of nursing students, identified 
by emotional intelligence competency?  
Participants were grouped by total MSCEIT score to enable comparison between groups 
(see Table 5-7). At the lowest level (MSCEIT score > = 55 to <90), persons completing the 
scale are advised to “Consider Developing” (n = 16) their levels of emotional intelligence. 
The next group (score > = 90 to <110), were characterised as “Competent” (n = 49). The 
highest-scoring group (> 110 to <130) was represented as “Skilled” (n = 18). Higher scores 
indicate increased emotional intelligence ability. A chi–square test for independence 
indicated no significant association between groups and course progression, c2 (2, n = 82) 
= .064, p = .846, phi = 064. The Consider developing, Competent and Skilled ranges of the 
MSCEIT reflect the normative sampling of a general sample n = 5000). The means and 
standard deviations are presented in Table 5.7. The frequency distribution for the recoded 
variable was: 19.2% (n = 16) in the Consider Developing group. A further 59% (n = 49)  
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demonstrated a competent level of emotional intelligence and 21.6% (n = 18) a skilled 
level. 
Table 5-7 Descriptive statistics for the between group differences in MSCEIT Branch 
scores 
Branch Group N Mean Standard 
deviation 
1 
Perceiving 
Consider Developing 16 83.31 14.692 
Competent 49 108.02 12.104 
Skilled 17 118.88 9.614 
Total 8 105.45 16.843 
2     
Facilitating Consider Developing 16 79.60 10.403 
Competent 49 98.91 11.129 
Skilled 17 112.58 7.212 
Total 82 97.97 14.687 
3     
Understanding Consider Developing 16 89.33 9.702 
Competent 49 96.26 7.160 
Skilled 17 105.06 7.995 
Total 82 96.73 9.270 
4     
Managing Consider Developing 16 85.63 11.098 
Competent 49 97.91 7.505 
Skilled 17 103.68 6.161 
Total 82 96.71 9.949 
 
A one-way between-groups analysis of variance (ANOVA) was conducted to explore the 
differences between branch scores (perceiving, facilitating, understanding and managing 
emotions) measured in the MSCEIT. There were statistically significant differences at p < 
0.05 level in all branch scores. Post hoc comparisons indicated that the mean scores for 
Consider Developing were different from Competent and the Competent group were 
different from the Consider Developing and Skilled groups. The effect sizes were in the  
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small to medium range, calculated using eta squared; perceiving emotions = .40, 
facilitating emotions = .50, understanding emotions = .30 and managing emotions = .36. 
Post hoc comparisons using a Bonferroni correction indicated that Consider Developing 
was significantly different to Competent was different to Skilled in all the branches. To 
allow visual representation of where the differences lay, an error bar chart was constructed 
to show the mean, 95% CI, and SD = 1, for all the three groups (refer to Figure 5-1). 
Although the groups were different to each other there were no statistically significances 
between the groups and attrition. 
 
Note:   SStot=<90: group Consider Developing;  
SStot=90-109.99: group Competent;  
SStot=>110: group Skilled 
SS-B1: Branch 1;  
SS-B2: Branch 2;  
SS-B3: Branch 3;  
SS-B4; Branch 4 
 
Figure 5-1.Between group differences in MSCEIT branches
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RQ. 3. Are there differences between MSCEIT scores, demographic characteristics and 
attrition rates? 
Binary logistic regression was performed to assess the impact of several variables on 
predicting whether students would continue in their nursing program after year one. (Refer 
to Table 5-8 for details). The model contained four independent variables; total emotional 
intelligence score, positive/negative bias, age in years and grade point average (GPA). 
The full model containing all predictors was statistically significant, c2 (4, N = 76) = 12.38, p 
< 0.015, indicating that the model was able to distinguish between participants who 
completed at least to the end of the first year and those who did not progress to the end of 
year one. The whole model explained 15% (Cox and Snell R Square) and 32.7% 
(Nagelkerke R squared) of the variance in course progression and correctly classified 94% 
of cases. Only one of the independent variables, however, made a statistically significant 
contribution to the model (GPA), recording an odds ratio of 6.30.  
Table 5-8 Logistic Regression Predicting the Likelihood of Continuing after Year One. 
 
 
The model found no significant connection between emotional intelligence scores and 
course progression or age and course progression. The model predicted that 92% of 
participants would remain in their nursing program to the end of year one. However, there 
were only 12 participants out of a total of 83 who did not complete. After removing 
variables in the regression analysis, the model was only able to predict continuation rather 
than discontinuation. Thus, emotional intelligence score and age do not predict attrition in 
this sample. This analysis revealed no statistically significant differences (p=0.05) between 
groups based on competency (see Table 5-9). The percentage likelihood for each group  
 B S.E. Wald df p 
Odds 
Ratio 
95% C.I. Odds  
Ratio 
Lower Upper 
Total EI -.29 .05 .39 1 .53 .98 .89 1.06 
Pos/Neg Bias .28 .052 .29 1 .59 1.02 .93 1.14 
Age .04 .08 .27 1 .60 1.04 .90 1.22 
GPA 1.84 .82 4.99 1 .03 6.3 1.25 31.48 
Constant -8.57 5.26 2.65 1 .10 .001   
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was very close to the computed likelihood. The overall percentage contribution of each 
group to attrition identified that Consider Developing was responsible for 25% (n = 3) of 
the attrition, while Competent was responsible for a further 58.3% (n = 7) and Skilled the 
remaining 16.7% (n = 2). When the percentage contribution within groups was reviewed, 
18.8% was attributable to Consider Developing, the Competent group was lower at 14.3%, 
and Skilled shared the final 11.8%. 
Table 5-9 Cross-tabulation table: MSCEIT Competency Groups and Course Progression 
Competency Groups 
Course Progress 
Total No Yes 
 Consider 
Developing 
=<90 
Count 3 13 16 
Expected Count 2.3 13.7 16.0 
% within Competency Groups 18.8% 81.3% 100.0% 
% within Course Progress 25.0% 18.6% 19.5% 
% of Total 3.7% 15.9% 19.5% 
Competent 
=90-109.99 
Count 7 42 49 
Expected Count 7.2 41.8 49.0 
% within Competency Groups 14.3% 85.7% 100.0% 
% within Course Progress 58.3% 60.0% 59.8% 
% of Total 8.5% 51.2% 59.8% 
Skilled 
=>110 
Count 2 15 17 
Expected Count 2.5 14.5 17.0 
% within Competency Groups 11.8% 88.2% 100.0% 
% within Course Progress 16.7% 21.4% 20.7% 
% of Total 2.4% 18.3% 20.7% 
Total Count 12 70 82 
Expected Count 12.0 70.0 82.0 
% within Competency Groups 14.6% 85.4% 100.0% 
% within Course Progress 100.0% 100.0% 100.0% 
% of Total 14.6% 85.4% 100.0% 
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5.6 Summary 
The analysis of the emotional intelligence study results was conducted in two stages: 
describing the MSCEIT total, area and branch scores and, conducting statistical analyses 
to generate hypotheses about the relationships between the emotional intelligence scores 
and the characteristics of the study participants. The total emotional intelligence scores 
provide an understanding of the overall emotional intelligence scores in the sample of 
nursing students, measured at the beginning of a nurse education program. In this sample, 
the total score was found to be in the average range (m = 99.46 sd = 12.77), these 
findings are similar to those observed in other nursing education research (Beauvais, 
Stewart, DeNisco, et al., 2014; Codier, 2014; Nosek, 2015). Academic success was 
defined in this study by GPA, and clinical placement completion, which entails 
engagement with patients and their families.  
There was a positive relationship between total emotional intelligence, age and GPA in 
this sample which is similar to findings from other studies (Codier & Odell, 2014; Nosek, 
2015; Shanta & Gargiulo, 2014). The model found no support for a connection between 
emotional intelligence scores and course progression or age and course progression. 
Thus, emotional intelligence score and age do not predict attrition in this sample. This 
analysis revealed no statistically significant differences (p=0.05) between groups based on 
emotional intelligence competency. The results of Study 1 will be discussed in detail in 
Chapter 8, and limitations will be detailed in Chapter 9. 
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 Qualitative Content Analysis of Written Reflections Using Leximancer 
6.1 Introduction 
Chapter 3 laid out the theoretical dimensions for this research and in Chapter 4, the 
methodology underpinning the program of studies was detailed. This chapter will describe 
the collection and analysis of the qualitative data, that is the computer-aided textual 
analysis of participant’s written reflections. The associated methodological issues 
surrounding the organising; the categorising, and the interpreting of the data obtained will 
be detailed. The central focus for Study 2 was to explore the nature of nursing students’ 
exposure to affective events with reference to the process model of affective response 
(PMAR). 
Previous studies in the area of emotional intelligence, job satisfaction and well-being have 
taken a quantitative and linear approach, and has limited the depth of understanding of the 
situational effects of emotional labour and affect (Joseph & Newman, 2010; Joseph et al., 
2015; O'Boyle et al., 2011). Academic debate and the conflicting findings reported in 
previous studies prompted the desire to take a qualitative approach for Study 2. The 
underpinning framework is discussed in detail next before a report of the results of the 
qualitative content analysis using Leximancer software. Study 2 was a one-time snapshot 
of nursing students’ experiences during clinical placement. This approach was essential to 
gain an insight into the participants lived experiences and to ensure that individual 
experiences were uncovered, a key tenet of qualitative research (Creswell & Clark, 2011; 
Denzin & Lincoln, 2008; Miles & Huberman, 1994). This would not have been possible 
using a numerical instrument. 
6.1.1 Leximancer as CATA tool: Advantages 
As discussed in Chapter 4, it is acknowledged that there was potential for some 
researcher bias in both method and findings, as the instructions for the written reflections 
required the participants to reflect on an emotional event. However, no assumptions have 
been made about the specific results; Leximancers’ artificial intelligence allows the 
automated discovery of themes and concepts, and this also served as a mechanism to 
preserve the grounded quality of the study. Additionally, the back and forth comparison of 
concepts and original text corpora allowed examination of the contextual influences on the 
reflections in their entirety. Leximancer generates a thesaurus and concepts based on the 
textual information input. Reliability is achieved using machine learning to automatically 
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code text rather than relying on the interpretation of the researcher. Bias in this study may 
have arisen through the choice of study and hypotheses and is therefore not grounded 
theory. Leximancer eliminates the risk of researcher bias and makes redundant the 
requirement of training of coders and development of code-books (Smith & Humphreys, 
2006). Leximancers’ advantage in reducing potential bias lies in its ability to confine the 
human component by its internal system of data analysis through concept mapping (Smith 
& Humphreys, 2006). The interactive approach used by the software allowed all segments 
of data to be analysed and additionally, the need for assessment of inter-rater reliability is 
removed.  
6.2 Data Preparation 
Prior to undertaking the Leximancer content analysis, the written reflections were 
downloaded from the Learning Management System in blog format and converted to 
Microsoft Word format, in preparation for analysis. Identifying information was removed to 
preserve confidentiality. A code beginning with ID (e.g.ID: AA) identifying each written 
reflection allowed linking between the demographic information and Mayer Salovey 
Caruso Emotional Intelligence Test (MSCEIT) for each participant. The use of file tags in 
Leximancer allowed linking and identification of demographic and MSCEIT scores 
throughout the analysis. To allow comparison between groups, the reflections were divided 
into groupings based on measured emotional intelligence levels as defined by Mayer et al. 
(2002). A grounded approach was taken, with little initial change to Leximancers’ default 
configuration to allow the maximum number of themes and concepts to be discovered. 
6.2.1 Mapping of the clinical judgement model to the process model of affective response 
Since the importance of being a reflective practitioner is embedded in the Nursing and 
Midwifery Boards Standards for the Registered Nurse (2016), all students were required to 
complete reflective writing activity as part of their standard coursework; they were assisted 
in doing so by using the Clinical Judgment Model (CJM, Tanner, 2006)     . Barrett et al. 
(2007) argued that an individual’s personal account of events is a means to understand 
emotion behaviours. In this respect, thoughts and feelings may be revealed by the 
language used.  
The terminology in the CJM was similar and captured the essence of the event in terms 
that would be applicable to emotional intelligence research. The CJM was mapped to the 
process model of affective response (PMAR) using the MSCEIT sub-branches. Table 6-1 
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outlines the mapping used for the reflection analysis. The instructions for the assessment 
are attached, as Appendix 3. The written reflections were examined by grouping the 
previously scored emotional intelligence surveys into the descriptors recommended by 
Mayer et al. (2002). There was one exception to the groupings, there were only three 
scores lower than 70, so these participants were grouped with the Consider developing 
group for the analyses. The descriptors and scores are displayed as Table 6-1.  
Table 6-1 Score and descriptors used in the written reflection analysis 
MSCEIT Score  Name   n=84 
>=55 to <90  Consider Developing   16 (19%) 
>=90 to <110  Competent   50 (59.5%) 
>110 to <130  Skilled   17 (20.2%) 
6.3 Research Questions 
As discussed in Chapter two, learning to be a nurse is stressful, and requires a high level 
of emotional labour during clinical placement. The link between emotional intelligence as a 
moderator of emotional distress and performance remains contentious. In this regard, 
there continues to be concern about the psychological and physical effects of emotional 
labour in healthcare. The nurse education literature emphasises the existence of stressors 
that result from academic, personal and clinical placement factors. However, research 
focusing on the affective experiences of students undertaking their mandatory clinical 
placement has only recently emerged. This gap informed the following research questions: 
RQ4. What are the types of affective events that cause nursing students’ emotional 
distress? 
RQ5. Do levels of emotional intelligence influence nursing students’ ability to 
manage their own emotional responses during an affective event?  
RQ6. What coping strategies are adopted by nursing students to manage their 
responses to emotional demands during clinical placement.  
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6.4 Analysis of Data 
To allow comparison with data from the MSCEIT, the data were grouped by MSCEIT score 
(Table 6-2). The operation, features and benefits of Leximancer as a CATA tool are 
discussed in detail in the following section to make transparent the chosen configuration 
for the analysis. All the work was carried out on an Apple MacBook Air with the 
Leximancer software program used under license from the university. As discussed in 
Chapter 4, a number of studies have adopted Leximancer to assist the analysis and 
interpretation of textual data in the fields of healthcare and education (Bell et al., 2015; 
Logan, Gallimore, & Jordan, 2016; Scott, Masser, & Pachana, 2014; Taua et al., 2015). 
Thus far, no studies have been identified that have used Leximancer to examine the 
experiences of nursing students during clinical placement. The operation of Leximancer for 
this analysis will be outlined in the following section.  
6.4.1 Leximancer Operation 
Leximancer software analyses text corpora in four steps; firstly, a ranked list of important 
words based on word frequency and co-occurrence is derived (Smith & Humphreys, 
2006). In this context, co-occurrence refers to words that commonly occur over a three-
sentence block. From the ranked list, Leximancer statistically develops a thesaurus of 
words comprised of classifiers, referred to as concepts. The corpus text is then classified 
over two-sentence blocks to produce a concept index and co-occurrence matrix. 
Leximancer extracts and produces ranked lists of lexical terms, in order of word frequency 
and co-occurrence. The resulting matrix is used to develop a two-dimensional concept 
map using an emergent algorithm. The connectedness between the co-occurrence 
categories or concepts in the semantic networks provides a general hierarchy of concepts, 
referred to as themes (Smith & Humphreys, 2006). The fourth and final step calculates an 
asymmetrical co-occurrence matrix which is presented as a two-dimensional map of 
themes and concepts (Smith & Humphreys, 2006).  
The inbuilt statistical processing quantifies the relative frequency and interconnectedness 
of information in the text corpora and presents them in both visual and numeric format. 
Leximancer displays themes (clusters of similar concepts) and concepts (collections of 
words that often occur together). These remain linked to the original data file and allow 
interrogation to uncover the implicit meaning behind what has been written.  
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Following the initial semantic extraction and after the relational extraction, statistical 
information on concept count, concept co-occurrence counts and frequency and word 
count within each concept segment are available and may be retrieved for numerical 
analysis. The numerical analysis will be discussed in Chapter 7 when the quantized 
reflection data are converged with the data obtained from the MSCEIT (Study 1) and other 
quantitative data sources.  
6.4.2 Leximancer Benefits 
The data mining process (profiling) allows the researcher to drill down to find how the 
themes and concepts that Leximancer finds are located and their co-occurrence within the 
original text. This allows the researcher to find texts that make explicit the behaviours and 
thoughts of the participants. Additionally, Leximancer preserves the original text corpora 
with the coded identifiers, allowing constant comparison of derived concepts with the 
original texts. The reflections were examined to determine both the nature of the event and 
the outcome of reflection in (during) and on action (after). These components were 
considered analogous to Branch 4: management of emotions, sub-branch of the MSCEIT. 
For the analysis, the sample was grouped by the MSCEIT score. 
6.4.3 Interpreting the Leximancer output 
During the interpretation phase, the researcher moved backwards and forwards between 
the visual concept maps and the concepts, comparing with the original text corpus when 
needed, to clarify the context of the reflection and avoid misinterpretation. Themes are 
heat mapped by colour, and by size, in the visual display. Screenshots of the initial 
concept map (Figure 6-3) and following data cleaning (Figure 6-5) are displayed in the 
project settings section following. The visual balloons indicate the rank order of significant 
themes found; red is the “hottest” or most important, followed by orange, and so on. The 
size of the visual balloons and proximity to other visual balloons indicates the 
interconnectedness of the themes and concepts. Leximancer was not able to distinguish 
between some terms; for example; the death of a patient was often referred to 
euphemistically as “passing” or “deceased”. Overall affect was not examined during the 
Leximancer analysis, rather affect was measured as a variable in Study 3. It was essential 
to read each text in full to allow a beginning understanding of event and the terminology 
used by the respondents. A profiling process was undertaken to link concepts by emotion 
words, the nature of the event described and the nursing students’ perspective of their 
knowledge and skill. 
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6.4.4 Leximancer Project Settings 
The configuration of Leximancer was changed minimally from the default settings. 
However, some cleaning of the concepts was required to remove unnecessary words such 
as identifying names and paragraph headings. In Leximancer, a text block is the unit of 
analysis, and as not all reflections were formatted with paragraphs, the texts were 
analysed over two-sentence blocks. The analysis commenced by reading each reflection 
in full, to assess the structure and language of the reflection and correct spelling errors if 
needed. Project configuration settings are shown in Figure 6-1. In the results section, the 
concept maps will be reviewed and discussed under individual MSCEIT groups to assess 
the similarities and differences. The researcher can configure the software after these 
initial analyses to accommodate specific research topics and questions. In this study, 
minimal changes were made to the default settings.  
 
 
Figure 6-1 Leximancer Project Configuration 
6.5 Results 
During the first clinical placement at the end of Semester One 2013, 84 participants (n = 
84) completed the written reflection, a response rate of 69.4%. The age of the sample 
ranged from 17 to 51, years with a mean of 21.23 years old and a standard deviation of 
7.58 years. Md =18 (17, 22). There were only two male participants and due to the risk of 
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identification, the analysis does not contain gender-specific information. To explore the 
affective event experiences described in the written reflections, the core relational themes 
as described by Lazarus (2006) were used as a guide when grouping and profiling 
concepts and emotion words arising from the analysis. Figure 6-2 displays the thematic 
summary and relative importance produced from the initial unsupervised analysis. The 
initial Leximancer analysis generated many themes (14) and concepts (48). The initial 
concept map (see Figure 6-3.) displays the themes and concepts from the written 
reflections using the configuration described above.  
 
 
Figure 6-2 Initial summary of themes identified 
Relational analysis revealed some distortion resulting from differences in terminology, and 
to reduce this, several words were merged, again to reduce clutter and make the network 
map clearer. All word merges are detailed in Table 6-2. Use of the stop word settings in 
Leximancer also allowed filtering out of extraneous words with little semantic meaning. 
Figure 6-4 displays the thematic summary following word merges and deletions.
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Figure 6-3 Initial Concept Map 
Note, CONSDEV: Consider Developing group; COMPTNT: Competent group; SKILLED: 
Skilled group
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Table 6-2 Word merges to reduce clutter 
Word  Merged to  Reason for Merge 
ask* 
communicat* 
told 
 
communication 
 
To reduce clutter and emphasise the 
incidence of communication concepts 
patient* 
resident* 
client* 
 
patient 
 
To reduce clutter 
nurse 
nurses 
AIN 
 
nurse 
 
To reduce clutter 
care* 
observ* 
shower* 
skin 
 
care 
 
To reduce clutter and emphasise nursing 
care activities 
room 
ward 
 
ward 
 
To reduce clutter 
situation* 
event* 
 
event 
 
To make clear the object of the reflection 
day 
shift 
time 
 
time 
 
To reduce clutter 
knowledge 
skill* 
 
knowledge 
 To reduce clutter and make clear the nature 
of knowledge development 
 
 
Figure 6-4 Thematic summary after merges and deletions
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It was observed that some of the participants used first-person while others continued their 
use of the third person. The words patient, resident and client were merged as “patient”. 
Terms such as “worry” were interchangeable with “stress”, “pressure”, “concern” and 
“anxiety”. However, it was necessary to review the original corpora to make clear the 
context in which these words were used. The terms situation, event and experience were 
also used interchangeably. Experience mainly referred to the event as “an experience or 
happening”. Experience as a term was also used in reference to learning and knowledge 
development. Profiling and constant review of original corpora ensured that the context of 
the discussion was clear. The reflective writings were highly personal and constructed 
around interaction between the participants and patients for whom they were caring. 
Interpretation of the Leximancer output will be discussed in the following section. 
6.5.1 Leximancer output 
This section discusses the layout of the concept map for the three MSCEIT groups. On 
first review of the written reflections, it was apparent that respondents differed in their 
manner of writing. Some respondents used a very academic style using third person, and 
others wrote in a more conversational style using first person. The researcher 
endeavoured to make sense of the texts by crossing backwards and forwards between the 
concept maps and the original text corpora to confirm the emergent themes and concepts 
by a manual analysis of each reflection. The manoeuvering back and forth was considered 
essential to the study. The content analysis was broadened to include the real-life 
interactions between the nursing students, within the context of healthcare. To investigate 
the differences between groups, the main themes of patient, nurse and situation were 
individually profiled. Figure 6-5 maps all 25 concepts found in 84 reflections, each 
consisting of approximately 500 words.
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Figure 6-5 Concept Map after merges and deletions 
Note, Folder1_consdev.doc: Consider Developing group; Folder1_competent.doc: 
Competent group; Folder1_skilled.doc: Skilled group 
The concept map is a visual representation of the semantic proximity of each of the 25 
concepts. The emergent maps provided a visual display of the issues that participants 
chose to reflect on. Themes were similar across the three groups, and three broad themes 
predominated; patient; nurse; and situation. The patient theme included the following 
concepts: care, family, skills and important. There was a semantic overlap between the  
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themes of nurse, patient, shift and ward. The themes were used as categories for 
organising the concepts, which are discussed in the following sections. The network map 
(Figure 6-6.) allows more precise visualization of the individual concepts and their 
associated colours and co-occurrences. In general, the most direct path is indicated; 
however, other connections were also possible. Profiling allowed collections of like words 
to be grouped, for example; words relating to “situation” were grouped on the concept 
map. 
 
Figure 6-6 Network Map Merged Concepts 
Note, Folder1_consdev.doc: Consider Developing group; Folder1_competent.doc: 
Competent group; Folder1_skilled.doc: Skilled group 
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6.5.2 Interpretation of the Leximancer maps 
The word “nurse” scored highly as nursing students always need to be fully supervised 
with a registered nurse. The concepts clustered together on the map based on the 
strength of their relationship or co-occurrence. The folder tags indicating the MSCEIT 
score descriptors are also displayed. There were some differences in the concepts found 
and rankings between individual MSCEIT groups. Therefore, the analysis was conducted 
at the concept level to allow a closer examination of the results. As a result of manual 
interventions and word/term edits, 22 concepts were identified for each of the three 
groups.  
This configuration allowed the textual content for each group to be separated, allowing 
some comparison between the groups. Overall the high relative counts of 962 (100%) for 
the term “patient” and 354 (37%) for “nurse” were expected as the reflection assessment 
instructions required nursing students to discuss an affective event from their clinical 
placement that related to patient care (see Table 6-3). The word situation also common 
288 (30%) as students described a situation or event as being ‘in a situation’ or ‘due to the 
situation’. Although some students referred to the situation/event as an ‘experience’, it was 
important to refer to the original corpora to understand the context. 
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Table 6-3 Ranked concepts for all groups. 
Concept 
 
Kind 
 
Count 
 Relevance 
percentage 
patient  WORD   962  100 
nurse  WORD   464  48 
situation  WORD   288  30 
care  WORD   264  27 
felt  WORD   159  17 
shift  WORD   149  15 
asked  WORD   148  15 
time  WORD   122  13 
experience  WORD   118  12 
family  WORD   87  9 
believe  WORD   83  9 
helped  WORD   63  7 
skills  WORD   61  6 
comfortable  WORD   59  6 
doctor  WORD   53  6 
important  WORD   49  5 
ward  WORD   49  5 
future  WORD   45  5 
pain  WORD   45  5 
goal  WORD   43  4 
knowledge  WORD   39  4 
upset  WORD   33  3 
 
The concepts clustered together on the map based on the strength of their relationship or 
co-occurrence. For example, on the concept map (Figure 6-4) the concepts “patient”, 
“nurse”, “situation” and “care” are close together because of statements such as “I was 
concerned, and I kept informing the nurse about her situation”. For example; in the 
Competent group - the three most likely concepts to occur were: doctor, home and pain. At 
the opposite side of the map, “family”, “important” and “room” were the most likely 
concepts to occur in the Consider Developing group. In the Skilled group, the participants 
were more likely to discuss “goal”, “upset” and “thought”. 
The folder tags indicating the MSCEIT score descriptors are also displayed. This 
configuration allowed the textual content for each group to be separated, allowing some 
comparison between the groups. For example; in the Competent group, participants were 
most likely to refer to “doctor” “home” and “pain” while at the opposite side of the map, the 
Consider developing group were most likely to discuss “family”, “important” and “room”. 
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The results and comparison of findings between each group are discussed under the 
following headings; the importance of communication; the situation, caring and reality 
shock; managing emotional demands and emotional suppression – a way to manage my 
emotions.  
6.5.3 The Importance of Communication  
This theme referred to communication with patients, their families and the multidisciplinary 
team. The map clustered around the concept of “family” and the associated sub-concepts 
of communication, important, pain and skills. Students referred to the importance of 
therapeutic communication and family both concerning the patients’ interaction with family 
members and the students’ ways of communicating with family. Many students describe a 
realisation that therapeutic communication is key to nursing practice; …I became aware 
just how important good communication with our patients is…(ID:AV -Consider 
Developing). This was particularly important in situations when caring interventions 
conflicted with family expectations…I would ensure that communication with the family 
members is exceptional… (ID:BL - Consider Developing). One nursing student recognised 
the importance of communication not only with the patient but also the family and 
commented … experience also confirmed to me the importance of good communication; 
not only with patients but also with family members and other people involved in situations, 
in order to effectively resolve problems… (ID:BL - Consider Developing).  
Similarly, in the Competent group, respondents referred to improving communication skills 
with the patient and family members. Others viewed communication as crucial to 
developing professional relationships with patients…I would try to build a relationship 
earlier so there would be more trust…I would be more confident… (ID: AD - Competent). 
Reflecting on a lack of communication between nurses and family members, one student 
noted that … communication and understanding the patient’s circumstances is crucial to 
delivering a high standard of care… (ID: CJ - Competent). Several students discussed 
communication in terms of skill and using communication to develop a therapeutic 
relationship with the patient… would like to think I used my communication skills to make a 
small difference in his time of need… (ID: BD - Skilled). One student referred to the need 
to use different communication strategies during nursing care. The need for different 
communication styles indicated that this group reflected on ways to improve their 
communication skills. Although in some reflections, the students expressed fear… 
remained calm although I was extremely terrified! I believe I maintained good 
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communication and ensured I communicated… (ID: AW - Skilled). Again, this group 
identified that communication was an essential nursing skill … From this situation I learned 
the importance of good communication between nurses and how it is vital in the care of 
our patient … (ID: AO - Skilled). The next major theme that students referred to was the 
Situation and how they felt during and afterwards. Participants began their reflections by 
writing about the situation, event or experience and this section of the analysis was 
essential to keep referring to the original corpora to check for meaning.  
6.5.4 The Situation: Caring and Reality Shock 
Knowledge and skills were identified as key concepts in all groups. Exposure to clinical 
practice was confronting for some respondents, particularly if they were left to do things on 
their own and as one participant recalled …it was my first shift and not only was I 
overwhelmed but to be left with a patient, I felt scared that something was going to happen 
as I had no previous experience (ID: BH - Competent). Although nursing students work 
with a buddy, there are occasions when they are left on their own to manage situations 
outside of their control. One respondent noted …the cause of frustration and annoyance 
by both parties was caused by the break in communication… referring to a 
misunderstanding between the patient and nurse. After involvement in an unavoidable, 
conflict situation, one student questioned their career choice… As a result of this 
experience I began to question my career path and whether I was equipped for the 
situation that the career holds… (ID: AJ - Competent).  
However, the picture is not always negative; some participants sought positive outcomes; 
for example, one nursing student reflected that …being thrown right in really helps you get 
an idea what this career is about … (ID: BG - Competent). For example; one student 
revealed that they gained something from this experience: …I give each patient encounter 
the best care and notice the even the subtle things so that hopefully in the future I am able 
to help … (ID: CV - Consider Developing). Others tended to relate a lack of experience 
and knowledge to a deficit that they needed to overcome …to the limited experience I had 
not encountered this problem before … (ID: BL - Consider Developing) and … be able to 
accept the experience and am willing to acknowledge it as a learning opportunity … (ID: 
AE - Consider Developing). Some students reflected on what they would do differently in 
the future…Initially I was extremely anxious about providing complex care to a patient with 
such limited knowledge … If the situation was to arise again, I would use different verbal 
communication instructions, simple and short sentences … (ID: BO - Skilled). 
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The lack of experience or knowledge deficit was discussed in terms of the impact on their 
future learning… learning to be compassionate towards saddened family members … (ID: 
BA - Consider Developing). One student noted that …I am excited to broaden my 
knowledge and skills that will help me finish my course in becoming a nurse ... (ID: BG - 
Competent). In general, most respondents were positive about their learning. Others 
reflected that learning to stay calm and in control would be of benefit as patients would feel 
more confident in the skills of the nursing student. 
One nursing student described an affective event from a personal perspective after not 
being able to keep up with a heavy workload, writing that…unfortunately, being proud the 
criticism negatively affected me …. The shift was quite intense, and I was feeling sad… 
Further they described feeling …like an absolute failure and felt as though I did nothing to 
help…I was very anxious, but I tried my best to be calm. I asked myself “what the hell am I 
doing here?” (ID: AE - Consider Developing). One participant described their reactions on 
…being informed that the patient was terminal came as an overwhelming shock as he 
presented with no symptoms… (ID: AT - Consider Developing). Another student reflected 
on their feelings when a patient had been given a poor prognosis … I froze … I didn't know 
how to control the situation as I was just as heartbroken as the patient… (ID: CO - Skilled) 
Some respondents reflected on concerns about lack of confidence and knowledge …was 
emotional for me as it was my first shift and not only was I overwhelmed but to be left with 
a patient, I felt scared that something was going to happen… had nothing to relate to so 
being left all of a sudden after only class skills sessions…was overwhelmed by the 
expectance that my nurse had of me … (ID: BH - Competent). Others recalled an 
interaction with confused and agitated patients which created a sense of fear, for example; 
...this influenced my confidence in dealing with the situation. I became quite distressed 
myself, as the patient proceeded to grab me and pull on me … (ID: AJ - Competent).  
These reflections implied a real sense of fear and lack of preparation for clinical placement 
mirrors other evidence in the nursing literature. The Skilled group discussed similar issues, 
particularly about their fears and feelings during patient interaction. One nursing student 
reflected on being confronted with an agitated patient… I sort of froze and had a ’mini 
panic attack’ as I had never faced this before… (ID: CT - Skilled). Although this nursing 
student viewed this as knowledge and communication skill development, they did 
experience some level of sadness on the realisation of the patients’ poor condition.  
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Unfortunately, the negative emotion of fear and anxiety occurred in several reflections. The 
nursing students tended to be quite descriptive in their recollections, for example, one 
student related that … I remained calm although I was extremely terrified! … When I was 
alone with the patient, I felt negative emotions because I thought I did something wrong … 
At this stage I was feeling extremely anxious and responsible for the situation … (ID: AW - 
Skilled). These reflections demonstrate that nursing students are faced with confronting 
situations, and each manages the effects differently in terms of coping strategies. 
Care was discussed in relation to workload, stress and lack of time; for example; one 
nursing student described concern when identifying that a patient was depressed and 
unsure of their prognosis. The respondent noted that spending time with patients was 
sometimes overlooked because of workload pressures: …this experience showed me just 
how important it is to build a good relationship with each patient through communication. 
This can sometimes be missed when nurses are busy; however, this experience taught me 
the importance of not letting this happen… (ID: AV - Consider Developing). In the 
Competent group, respondents discussed similar barriers to care …it was difficult to feel 
that we had enough time to spend with the patient ... (ID: CD - Competent). Other 
respondents discussed their perception of compassionate care in a rapidly changing care 
situation and how, as a result, their skills were developing, , …was forced to think quickly, 
as well as unexpectedly, and I also expanded my compassion skills towards the patient 
and learned from my nurse… (ID: CR - Competent).  
A lack of time to provide care was highlighted by one respondent who commented that 
they felt as though they were … put into a situation that made me somewhat 
uncomfortable. The ward was very busy and the nurse I was working with was being called 
in every direction by patients wanting all different things at the same time… (ID: AI - 
Skilled). This extract demonstrates a level of compassion and emotional engagement as a 
result of challenges to both time and knowledge resources, such that the student felt as 
though they were personally responsible for care provision in less than adequate 
conditions. Some respondents viewed the lack of time and knowledge as a challenge for 
which they felt personally responsible … was also hesitant as the patient had dementia as 
well as complex health care needs and I felt out of my own comfort zone… I felt sad that 
the patient was confused with her surroundings. I felt extremely responsible and a 
“burden” of care that I had to provide so many aspects of care to her in a limited time and 
with such limited experience … (ID: BO - Skilled). 
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Reasons for fear varied from being left alone to being involved in emergencies. The skilled 
group tended to view their experiences through a future planning lens.;Some participants 
described goals for their learning …I would require additional knowledge if I was to 
encounter a similar situation in the future… better coping mechanisms for performing 
under stressors [sic]… (ID: BC - Consider Developing). Others described their interaction 
with the staff that they were working with. Being asked to perform tasks outside of the 
nursing student scope of practice was one area that caused distress. For example: … I 
explained that this was not within the scope of the work that I could do. She was not 
impressed and left the room telling me to stay with the patient… (ID: BY - Competent). 
Another respondent reflected on being asked to work outside of the nursing students’ 
scope of practice, perceiving criticism from the buddy nurse with whom they were working. 
6.5.5 Managing Emotional Demands 
The ways that participants managed the demands of emotional engagement varied. One 
nursing student reflected upon their perception of an unexpected change in a patient’s 
condition due to unexpected injury and described that …this situation broke my heart, as I 
had built a relationship with this patient and knew how hard they had worked on their 
recovery only for this to happen … become too emotional with patients, a stronger 
resilience to these situations is something only experience will teach me…learnt [sic] how 
important communication style in this situation was, remaining calm and in control… (ID: 
CI - Consider Developing). Similarly, another respondent mentioned the desire to avoid 
emotional engagement in regard to caring activities, stating that … my career, not to get 
emotionally involved with patients… (ID: BZ - Consider developing). Other students in the 
Consider Developing group reflected on the adverse demands of emotional engagement 
and their intention to use avoidance of emotional engagement as a coping strategy to build 
coping resources. However, a number of participants made sense of the situation by 
comparing the event with their own life experiences.  
Respondents in the Competent group discussed developing the ability to manage their 
own emotions. They either identified this themselves, or another nurse suggested it. One 
nursing student commented that: … I would not let my emotions get the better of me and 
offer my support to the other nurses involved. It was important for me to experience a 
situation such as this as it made me realise that this is life. This is what I’m signing up for 
in my future nursing career… (ID: CL - Competent). Another noted after a discussion with 
the buddy nurse … explained to me to not get emotionally attached to patients however 
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remain as considerate as possible… (ID: BJ - Competent). Several participants recollected 
feelings of sadness… My response to the situation was that it was saddening that this 
patient was so young and yet so ill... (ID: BC - Skilled) and … It made me feel a bit sad 
that I probably wouldn’t see her again because my experience with her had helped me 
overcome a fear with my nursing care… (ID: AL - Skilled). This participant viewed feelings 
of sadness as a positive note though in terms of learning from the opportunity. A level of 
emotional engagement was evident in these interactions. However, the change from 
sadness to shock demonstrated a lack of preparedness for emotional engagement… In my 
first encounter I was shocked and didn't know what to do or say… (ID: CT - Skilled). 
A few students chose to reflect on their experiences of providing end-of-life care. 
Interestingly in the Consider Developing group, one respondent noted that …there were 
some stressors with filling out forms [sic]… (ID: BA – Consider Developing), when involved 
with caring for patients and family. Although this respondent did indicate that compassion 
towards the patient and family was a learning process. Another student in this group, also 
described how they managed to care for the deceased by distancing themselves, on the 
advice of another nurse-… so I had no emotional connection … (ID: AP - Consider 
Developing). One respondent recalled realising that they were allocated to care for the 
same patients for a subsequent shift…I was horrified to find out that one of my patients 
was this patient and they were expected to pass away during my shift. I was feeling so 
many different emotions including anger and sadness for the patient … (ID: CE - 
Competent).  
One respondent recalled …Emotionally I was fairly shaken because the patient was such 
a lovely person… (ID: DE - Competent) and another … the patient, they reminded me of 
one of my relatives who has died recently, this immediately brought up emotions in me that 
I hadn't felt in a while… I needed to take a second to compose myself… (ID: BR- 
Competent). Another nursing student reflected on realising that a patient had died:  …it 
was a bit of a shock walking into the room, having never seen a deceased patient 
before…the experience is one I will probably never forget… (ID: AB - Competent). The 
sadness concept was present in the writings of other students and related to a mixture of 
sadness for the patient and a sense of personal helplessness in being unable to change a 
situation. End-of-life care appeared to generate a high level of emotional turmoil, indicating 
that before this placement, nursing students were emotionally and clinically unprepared. 
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6.5.6 Emotional Suppression- a way to manage my emotions 
Participants talked about how they would manage affective events in the future. For some, 
the main communication style was one of maintaining control or an emotional labour, 
surface acting strategy. Another respondent described the experience of feeling strong 
emotions during care, noting that advice from other nurses and personal experience would 
…allow me to both empathise with the patient’s family, whilst maintaining a professional 
therapeutic relationship as per the national competency standards for the registered nurse 
I did find it difficult however to maintain a professional persona… (ID: AT - Consider 
Developing). Interestingly one student mentioned that they would choose not to become 
emotionally involved …Three ways my nursing skills expanded were, how to handle that 
situation as it will happen multiple times throughout my career, not to get emotionally 
involved with patients…(ID: BZ - Consider Developing). In both the Skilled and Competent 
groups coping mechanisms were desired, particularly in stressful situations. These groups 
also used some level of emotional suppression when faced with affective events. Although 
on the other hand, another respondent described a sense of relief during and following a 
patient care episode …I was surprised that when I was actually thrown in to the situation it 
was not as nerve wracking as I thought it would be. The open and cheery manner of my 
patient helped me feel confident… (ID: AL - Consider Developing).  
6.6 Summary 
This study aimed to further understand the influence of emotional intelligence on 
immediate response to affective events. Additionally, the research aimed to further 
understand the influence of emotional intelligence on reflective responses to emotional 
engagement and affective events where these occurred. I was interested in examining the 
types of affective events described by the nursing students. This study offers another 
perspective of emotional intelligence research by using a qualitative approach. Broadly, 
students chose to reflect upon interactions with patients and family members and team 
members, including nurses, medical and allied health professionals. The results 
highlighted the diverse nature of clinical placement experiences and different recollections 
of experiences between participants. Differing perceptions of engagement were identified 
among the three groups.  
In this regard, one of the recurring themes that caused emotional distress was sense of 
fear and anxiety relating to clinical placement. For some students because of the inability 
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to avoid unfolding situations, for example emergencies, they had a feeling of inadequacy. 
In the present study, end-of-life care was identified as being particularly distressing for 
some students – they described a lack of knowledge, understanding and concern that their 
lack of knowledge left them unable to help. There was some variation in the emotions 
perceived across the groups in relation to lack of knowledge. The Consider Developing 
group focused on knowledge and skill development that these were the primary goals. The 
Competent group held a different perspective and described a knowledge deficit as being 
“thrown in the deep end”, which mirrors other studies in the field of nurse education 
(Bradbury-Jones, Sambrook, & Irvine, 2011; Curtis, Bowen, & Reid, 2007; Thomas et al., 
2015).  
Both the Competent and Skilled groups described how they perceived and managed their 
feelings at a deeper level when faced with an affective event. This reflexivity or 
consideration may be analogous to an increased level of self-awareness. In this regard, 
the Consider Developing group tended to refer to their feelings when describing the 
patient, so that discussion of their own emotions appeared to be superficial. It is clear, 
however, that nursing students continue to be placed at risk of emotional distress and 
would benefit from pre-placement support and preparation for exposure to emotional 
engagement. The study has demonstrated that nursing students do not always manage 
their response to affective events in an effective manner. A full discussion of this study and 
responses to the research questions will be provided in chapter 8.  
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 Analysis of the effects of emotional intelligence and response to 
engagement on attrition 
7.1 Introduction 
Studies one and two examined the effects of emotional intelligence on course progression 
and the effects of affective events on clinical placement experiences based on their 
emotional intelligence level. There is an understanding of the challenging and sometimes 
distressing nature of nursing practice (Eick et al., 2012; Jack & Wibberley, 2014; O' 
Donnell, 2009). With this in mind the present study aims to investigate whether emotional 
intelligence levels and responses to affective events to placement experience contribute to 
attrition. This chapter will detail the integration of the quantitative data set obtained from 
the Mayer Salovey Caruso Emotional Intelligence Test (MSCEIT) with the qualitative data 
acquired from the written reflections. As outlined in Chapter 4, by conversion of qualitative 
data to numeric format, researchers are able integrate quantitative data with qualitative 
data. This allows the adoption of statistical techniques to further explore relationships 
between variables of interest.  
Findings from study one identified a positive relationship between total emotional 
intelligence age and GPA in this sample which is similar to findings from other studies 
(Codier & Odell, 2014; Nosek, 2015; Shanta & Gargiulo, 2014). Abe (2011) noted that 
emotional intelligence facilitates a deeper level of thinking and interpretation of events that 
we are faced with. Findings from study two highlighted the diverse nature of clinical 
placement experiences and different recollections of experiences between participants. 
Nursing students continue to be placed at risk of emotional distress and require pre- 
placement support and preparation for exposure to emotional engagement.  
7.1.1  Identifying emotions through the use of words 
Some research has indicated that positive emotions and emotional intelligence are 
associated with adaptive coping and may allow/encourage reflective thinking (Abe, 2011; 
Akerjordet & Severinsson, 2010). The perception of emotions can indicate how individuals 
interact with others and the use of particular emotion words such as “sad”, “happy” or 
“anger” can be indicative of emotionally challenging situations (Monrouxe & Rees, 2011; 
Rees et al., 2015; Tausczik & Pennebaker, 2010). Also, the use particular words such as 
personal pronouns and emotion words may be related to cognitive and psychological 
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processes such as insight and mindfulness (Pennebaker, Mehl, & Niederhoffer, 2003). 
Tausczik and Pennebaker (2010) have demonstrated that examining the use of language 
can facilitate an understanding of the affective as well as cognitive perceptions of an 
emotional experience. Examination of the construction of the narrative reflections will allow 
measurement of the total positive and negative affect and particular subcategories of 
anxiety/fear; anger and sadness/depression. Additionally, the focus of the nursing 
students’ attention, self-awareness and future goal orientation will be examined to identify 
how affective events are viewed and managed using the process model of affective 
response (PMAR) as the theoretical framework. 
Emotion may be classified by intensity and valence, e.g., anger, sadness or happiness and 
joy. As such the reflections may reveal an emotional tone, in this regard, negative 
experiences classically require more emotional and cognitive processing than positive 
experiences (Habermas, Meier, & Mukhtar, 2009). Research has shown that written and 
verbal descriptions of experiences can reveal psychological thought processes relating to 
emotions, cognition and insight (Bond & Pennebaker, 2012; Donohue, Liang, & Druckman, 
2014; Kahn et al., 2007; Tausczik & Pennebaker, 2010). Other research suggests a 
positive correlation between the use of insight words, such as “understand” or “awareness” 
and improvements in mental health as the individual seeks to understand stressful events 
(Klein & Boals, 2010; Levine & Edelstein, 2009). This study extends Study 1 and Study 2 
by examining the written reflections to assess the relative contribution of psychological 
constructs, personal concern categories and informal language markers on emotional 
intelligence level and attrition. Without prior findings on which to make an a priori 
prediction the aim of this study was to develop an understanding of how nursing students 
coped with affective events during clinical placement. 
It is possible that when reflecting on clinical placement experiences the students’ word use 
will reveal information about the psychological process involved. Moreover, this 
information may provide some insight into how emotional intelligence levels influence 
attrition rates. The following research questions were developed to explore whether 
emotional intelligence levels and responses to affective events during clinical placement 
contribute to attrition.  
RQ7. Do nursing students demonstrate more positive or negative emotions when 
writing about an affective event? 
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RQ8. Do emotional intelligence scores based on competency and emotional tone 
influence attrition?  
Based on the results of the computer aided text analysis and MSCEIT data, it was 
expected that lower emotional intelligence would result in higher attrition in students with 
low MSCEIT scores. Intuitively it was expected that higher levels of emotional intelligence 
would result in more future-focused goal setting after affective events. Conversely, higher 
scores in negative emotions and lower future-focus would be more likely to predict attrition. 
Further, higher levels of positive emotions would correlate with and thus predict course 
progression and a future-orientated focus on learning. It was important to identify specific 
emotions; anxiety, anger and sadness, to make clearer those areas in nursing practice that 
could contribute to distress and make recommendation for longer term management at 
both an individual and the educational facility level. 
7.2 Data preparation 
The emotional, cognitive and structural components were obtained by analysing the 
written reflections for positive and negative emotional language with Linguistic Inquiry and 
Word Count 2015 (LIWC2015) which is a validated content analysis program (Tausczik & 
Pennebaker, 2010; Tov et al., 2013). The psychological linguistic profiles of in the 
reflective narratives were analysed. The differences between groups based on emotional 
intelligence and course progression were then examined. Various versions of LIWC have 
been used to examine course performance (Robinson, Navea, & Ickes, 2013), nurses 
emotional talk (Bloomer et al., 2015), end-of-life care (Rees et al., 2015) and students 
attitudes to ageing (Lee, 2009). The student sample was the same as studies one and two.  
Analysis of the written reflections was undertaken using LIWC2015, focusing on the 
original MSCEIT groups as in study 1 and 2 the data were prepared according to 
LIWC2015 guidelines. Any double negatives were changed to preserve meaning and the 
data were checked for abbreviations and misspellings prior to analysis and each reflection 
was saved as a Microsoft word document. The files were uploaded in bulk to LIWC2015 
and compared with the LIWC2015 internal dictionary which comprises almost 6,400 words. 
Analysis of the LIWC2015 output was conducted after import to SPSS V25. In this study 
the linguistic dimensions (categories of words), the summary language variables and the 
psychological constructs of affective and cognitive processes used when describing the 
affective event were the variables of interest. LIWC2015 software conducts the coding but 
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the researcher is required to validate the accuracy of the identified categories. This 
required an iterative process of reviewing and checking the context of the individual 
narratives to ensure accuracy. The LIWC2015 output for each MSCEIT group is 
represented by the mean scores (percentages of overall word count). 
7.3 Data analysis 
Descriptive statistics, i.e. frequencies were first analysed and statistical tests conducted to 
examine whether data were normally distributed. P-P plots were created and examined.  
Skewness and kurtosis were also examined. The test results indicated that the data were 
normally distributed, therefore parametric tests (i.e. analysis of variance and t-tests) were 
used to analyse the data. 
7.4 Results 
In response to research question 7: Do nursing students demonstrate more positive or 
negative emotions when writing about an affective event? A one-way between groups 
ANOVA was conducted to explore the differences between emotional intelligence 
competency and the following variables: emotional tone, affect, positive emotion, negative 
emotion, anxiety, sadness, cognitive processes, insight, achievement and future focus. 
The groups were divided according to emotional intelligence competency as described 
above. There were no statistically significant differences between groups based on the 
variables tested. The interaction between emotional tone and emotional intelligence 
competency was not statistically significant, F(2, 72) = .116 p = .89. Similarly, there were 
no statistically significant differences between groups based on positive emotion F(2, 72) = 
.883 p .42. The interaction between negative emotion and emotional intelligence 
competency did not reach statistical significance F(2, 72) = .616 p .54 Therefore, the null 
hypothesis that there would be no differences between groups based on positive or 
negative emotions was accepted. 
To answer research question 8: Do emotional intelligence scores based on competency 
and emotional tone influence course progression? A two way between groups analysis of 
variance (ANOVA) was conducted to explore differences between MSCEIT scores and the 
following variables: emotional tone, positive emotion, negative emotion, and attrition. 
Participants were grouped by competency level as described in study one- Group 1 - 
Consider Developing, group 2 - Competent and group 3 – Skilled. The interaction effect 
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between groups, attrition and emotional tone was not statistically significant, F(2, 71) = 
.464, p = .631. There were no significant statistical differences between the groups based 
on positive emotion F(2, 71) = .524 p = .59. Interaction between groups based on negative 
emotion and attrition similarly did not reach statistical significance F(2, 71) = .097 p = .91.  
Therefore, the null hypothesis that there would be no differences between groups based 
on positive or negative emotions or course progression was accepted. 
A one-sample t-test was conducted to compare the following variable scores the following 
variables: emotional tone; affect; positive emotion; negative emotion; anxiety; sadness; 
cognitive processes; insight; achievement and future focus, with LIWC2015 mean scores 
in the LIWC2015 dictionary (see Table 7-1). The LIWC2015 dimension of Emotional Tone 
represents the degree to which emotions are detected. Emotional Tone was lower for the 
sample of nursing students from the LIWC2015 program mean (M = 45.06, SD = 22.83), 
t(76) = 3.54, p = .001. Levels of insight and achievement were higher (M = 3.19, .SD = 
0.98), t(77) = 9.35, p = .000. Scores on future focus were however lower than the program 
mean, which was an unexpected result given that students were required to reflect on their 
experience and consider how they would manage the situation differently in the future. 
Lower scores may be expected as the students were writing about an event for an 
assessment item and may have considered that formal writing was required. Similarly, 
scores for affective processes (M = 5.09, SD = 1.55) t(77) = -2.70, p = .008 and positive 
emotions (M = 2.96, SD = 1.11), t(77) = -5.61, p = .000 were also significantly lower than 
the program mean. There were no significant differences between the LIWC2015 program 
mean nursing students scores in negative emotions or sadness. Cognitive processes were 
increased from the program mean (M = 11.62, SD = 2.24), t(77) = 3.98, p = .000. 
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Table 7-1 Results of One-sample t-test and Descriptive Statistics 
(Emotional Tone, Psychological Processes, Cognitive Processes and Time 
Orientation). 
 
LIWC 
Dimension 
Output 
Label 
Total 
Group 
M 
SD n Comparison 
value 
95% CI for 
Mean 
Difference 
t 
Summary 
Variables 
       
Emotional tone Tone 45.06  22.8
3 
77 54.2 -14.49, -4.07 -3.54** 
Psychological 
processes 
       
Affective 
processes 
affect 5.09  1.55 77 5.57 -0.84, -0.13 -2.70* 
Positive emotion posemo 2.96  1.11 77 3.67 -0.97, -0.46 -5.61** 
Negative 
emotion 
negemo 1.97  0.94 77 1.84 -0.09, 0.3  
Anxiety anx 0.76  0.52 77 0.31 0.34, 0.58 7.64** 
Sadness sad 0.33  0.36 77 0.41 -0.16, 0.001 -1.96 
Cognitive 
Processes 
cogproc 11.62  2.24 77 10.6 0.52, 1.54 3.98** 
Insight Insight 3.20  0.98 77 2.61 0.38, 0.83 9.35** 
Achievement achieve 2.05  0.95 77 1.30 0.54, 0.98 6.94** 
Time 
Orientation 
       
Future focus focusfuture 0.81  0.52 77 1.42 -0.61, -0.73 -10.30** 
* p < .05 
** p < .001 
7.5 Summary 
This chapter has described the content analysis of participants written reflections to 
examine how natural language was used when recalling affective events. I was particularly 
interested in identifying whether the relative contribution of psychological constructs, 
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positive and negative emotion words were related to emotional intelligence scores and 
attrition from a nurse education program. Results indicated that students complied with the 
reflective writing instructions, some did not write about an emotional event but instead 
described how they had been involved in caring for a patient. It was not clear whether they 
had not experienced an affective event during clinical placement, which is possible. The 
analysis of the written reflections was conducted in two stages; undertaking the analysis 
using LIWC2015 and then integrating these numeric data with data from the MSCEIT 
described in study one to identify differences between groups based on levels of emotional 
intelligence, the LIWC2015 program mean and course progression.  
The research questions were addressed using statistical tests finding no statistically 
significant differences between levels of emotional intelligence between groups, positive 
and negative emotion or course progression. The following variables: emotional tone; 
affect; positive emotion; negative emotion; anxiety; sadness; cognitive processes; insight; 
achievement and future focus, were compared with the LIWC program mean. Emotional 
Tone was lower for the sample of nursing students and levels of insight and achievement 
were found to be higher. Scores on future focus were however lower than the program 
mean. Similarly, scores for affective processes and positive emotions were also 
significantly lower than the program mean. There were no significant differences between 
the LIWC2015 program mean nursing students scores in negative emotions or sadness. 
Cognitive processes were increased from the program mean. A full discussion of this study 
and links to relevant literature will be presented in Chapter 8. 
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 Discussion 
8.1 Introduction 
This thesis aimed to examine if emotional intelligence influences attrition in a cohort of 
nursing students. The effects of affective events during clinical placement was of particular 
interest. The research is of significance as attrition from nurse education programs is a 
growing concern, given that over the next 10 to 15 years, a generation of older nurses will 
retire (Health Workforce Australia [HWA], 2014). To make matters worse, growth in an 
ageing population will place pressure on already stretched healthcare services (HWA, 
2014). Estimates suggest a deficit of between 85,000 and 123,000 nurses in Australia 
alone by 2030 (HWA, 2014). To further compound the problem, nurses spend much of 
their time working in emotionally charged and stressful environments, and these factors 
can lead to burnout and attrition from the nursing workforce. It is with this looming shortage 
of nurses that the spotlight has been cast on the problem of attrition from nurse education 
programs, as these programs supply new graduates to the nursing workforce. As 
discussed in Chapter 2, the problem of attrition from nursing education programs has 
multiple contributing factors. However, the role of emotions during clinical placements has 
gained research attention as a potential cause of attrition.  
Clinical placements serve to assist nursing students to build confidence and skill to 
manage emotional engagement when performing nursing care. Recommendations from 
the Francis Report in the United Kingdom emphasised the vital role of compassion and 
empathy as a foundation for nursing practice (Francis, 2013). Nonetheless, research has 
identified that nursing students are exposed to clinical placement experiences that 
unfortunately, place them at risk of emotional distress (Crary, 2013; Hamshire et al., 2012; 
Karimi et al., 2014; Pisaniello et al., 2012; Rees et al., 2015). Further, the emotional 
suppression coping styles first identified in the 1960s continue to resonate in the 
experiences of nursing students today. As highlighted in Chapter 3, nursing is a high 
emotional labour occupation, and consistent with the literature, tacit expectations of 
nursing students to suppress their emotions continues to be a challenge for nursing 
education. 
Emotional intelligence is described as an awareness of and ability to manage one’s own 
and the emotions of others to guide one’s thinking and action. It includes the ability to 
perceive, interpret, generate and understand emotions (Mayer et al., 2004). Further, 
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Salovey and Mayer (1990) emphasised the importance of empathy in emotional 
intelligence when assessing the emotions of others. The Mayer Salovey Caruso Emotional 
Intelligence Test (MSCEIT) was adopted as the emotional intelligence measure for Study 
1. The MSCEIT is a performance-based measure requiring a high level of conscious 
awareness and thought to navigate through the various questions.  
The process model of affective response (PMAR) developed by Ashkanasy et al. (2004) 
was adapted for use as the framework for this research as it links the emotional 
intelligence with affective events theory. The PMAR hypothesises that an individual’s 
emotional intelligence acts as the mediator of primary and secondary appraisal during a 
workplace affective event. As a consequence, emotional intelligence facilitates coping in 
response to an emotional trigger. The underlying premise here is that ability to perceive, 
interpret, understand and manage emotion are thought to influence the type of coping 
strategy adopted. Thus, dependent on the chosen coping strategy, an affective event may 
have a positive or negative impact on performance. 
8.2 Aims and Research Questions 
The three studies aimed to explicate the inter-relationships between nursing, emotion and 
attrition. Specifically, Study 1 aimed to explore levels of emotional intelligence, 
demographic characteristics and attrition in a sample of first-year undergraduate nursing 
students by answering Research Questions 1, 2 and 3. 
RQ1. What is the range of emotional intelligence scores across a sample of nursing 
students entering the first year of a nurse education program?  
RQ2. Are there differences in attrition rates between groups of nursing students, 
identified by emotional intelligence competency?  
RQ3. Are there differences between MSCEIT scores, demographic characteristics 
and attrition rates? 
Study 2 aimed to examine the experiences of emotional engagement in a cohort of nursing 
students undertaking their first clinical placement by answering Research Questions 4, 5 
and 6. 
RQ4. What are the types of affective events that cause nursing students’ emotional 
distress? 
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RQ5. Do levels of emotional intelligence influence nursing students’ ability to 
 manage their emotional responses during an affective event?  
RQ6. What coping strategies are adopted by nursing students to manage their 
 responses to emotional demands during clinical placement. 
Study 3 aimed to identify whether emotional intelligence levels influenced attrition rates by 
answering Research Questions 7 and 8. 
RQ7. Do nursing students demonstrate more positive or negative emotions when 
writing about an affective event? 
RQ8. Do emotional intelligence scores based on competency and emotional tone 
influence attrition? 
8.3 Overview of the Methods 
The three studies described in this thesis adopted different methods to those commonly 
used in emotional intelligence research by adding a qualitative component. Evidence in 
the nursing literature pertaining to emotional intelligence and affective events was limited 
and predominantly quantitative. Much of the research examined psychological 
characteristics rather than nursing students’ experiences during clinical placement. 
Therefore, a mixed methods approach was chosen to examine whether emotional 
intelligence influenced the way nursing students managed affective events and, as a 
consequence, the impact on attrition. This chapter will provide an integrated discussion of 
the findings from Studies 1, 2, and 3. It will begin with a discussion of the results of the 
MSCEIT and demographic survey analysis. The findings from Study 2, the qualitative 
computer-aided content analysis will then be described and linked to relevant literature. 
Findings from Study 3, which integrates the data from both Study 1 and Study 2 will then 
be detailed.  
8.4 Study 1: Analysis of Mayer Salovey Caruso Emotional Intelligence Test and 
Demographic Data 
In Study 1, before the first clinical placement, nursing students’ emotional intelligence 
levels were measured with the MSCEIT. Chapter 5 described the analysis of the MSCEIT 
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scores across the sample. The total emotional intelligence scores provided an 
understanding of overall emotional intelligence in the sample of nursing students.  
Research has identified that students who choose to study nursing have higher levels of 
emotional intelligence. The MSCEIT scores provide an insight into the emotional 
intelligence characteristics of the sample and adds to the existing body of knowledge 
relating to ability emotional intelligence in nursing students. An average level, that is, 
MSCEIT score of 100, when compared with the normative sample, in each branch, would 
be expected for nursing students who will care for patients and their families.  
8.4.1 Range of MSCEIT scores and relevance to nursing practice 
Research question 1 sought to examine the range of emotional intelligence scores across 
a sample of nursing students entering the first year of a nurse education program. The 
total emotional intelligence score is a summary of the participants’ performance across the 
four branches, and in this sample, scores ranged from 59 to122. There were considerable 
differences between participants, and 64% (n = 53) demonstrated total emotional 
intelligence scores in the average range when compared to the normative sample (n = 
5000). Sixteen per cent (n = 13) of the sample demonstrated below-average levels of 
emotional intelligence. The remaining 21% (n = 18) scored in the above-average range. 
When reviewing the range of total emotional intelligence scores, Benson et al. (2010) 
similarly reported that nursing students had higher levels of emotional intelligence than the 
general population.  
On this topic, Benson and colleagues (2010) hypothesised that nursing as a career 
attracts individuals with high levels of emotional intelligence, and this may lead to higher 
baseline scores. In support, more recent research has also shown that nursing students 
have higher levels of emotional intelligence than, for example, students enrolled in 
engineering (Štiglic et al., 2018). Very low scores in total emotional intelligence (< 70) are 
of concern as there is a growing literature around the importance of emotional intelligence 
in various facets of nursing practice. Facets such as empathy and caring; stress 
management and mental health and well-being; and effective interpersonal skills have all 
been positively associated with emotional intelligence (Augusto Landa & Montes-Berges, 
2009; Benson et al., 2010; Chan et al., 2014; Rego, Godinho, McQueen, & Cunha, 2010; 
Štiglic et al., 2018). Additionally, high levels of emotional intelligence are essential, for 
effective leadership, workplace satisfaction and better patient outcomes (Carragher & 
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Gormley, 2017; Coladonato, 2017; Wang, Tao, Bowers, Brown, & Zhang, 2018). Links 
between high emotional intelligence and stress need to be viewed from the intrapersonal 
as well as situational context. The capacity to recognise, understand and manage 
emotions is of particular importance to nursing practice considering the high levels of 
emotional labour needed (Curtis, 2014; Gray & Smith, 2009; Theodosius, 2006). In 
addition to examining the MSCEIT total scores, I was also interested in the MSCEIT area 
(experiential and strategic) and individual branch score differences.  
8.4.2 MSCEIT Branch 1 Scores 
The mean Branch 1 score which relates to emotion perception ranged from 56 to 136 (m = 
105.69, sd = 16.83) and indicates an above-average level in 67% (n = 56) of students. 
Branch 1 measures an individuals’ ability to discern how they, and those around them, are 
feeling, by noticing, for example, happy or sad facial expressions. The ability to perceive 
emotions is necessary to appraise the patient’s well-being. Emotion perception allows 
early recognition of changes to physical or emotional variables that may affect the quality 
of care. Davis and Humphrey (2014) explained that ability emotional intelligence might 
relate to the choice of problem-solving coping strategies. In respect to nursing practice, the 
perception and understanding of emotion and the choice of problem-focused coping 
strategies may contribute to better patient outcomes by earlier detection of deterioration in 
health status. Individuals with very low scores in branch 1 may have difficulty in 
recognising emotions in others. To illustrate this, a nursing student who is low in emotion 
perception may not be able to discern what a patient is feeling, thereby missing important, 
situational cues. An inability to perceive emotions may not cause any emotional reaction 
due to a lack of insight. Therefore, these individuals may not sense an affective event at 
all.  
8.4.3 MSCEIT Branch 2 Scores 
The Branch 2 score relates to interpreting or using emotion, and in this sample, scores 
ranged from 60 to 123 (m = 97.92, sd = 14.61). Branch 2 measures an individual’s ability 
to interpret emotional signals and make decisions on how to manage them appropriately. 
This branch represents a higher level of emotional ability. For example, an adverse patient 
outcome may occur if a nursing student chose to avoid an emotionally distressing 
situation. The results indicate that 54% of participants have lower than average scores in 
the capacity to facilitate emotions. A finding of lower scores is of concern, given the 
emotional demands in nursing practice (Curtis, 2014).  
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8.4.4 MSCEIT Branch 3 Scores 
Sixty-six per cent of the sample attained below-average scores in branch 3 - 
understanding emotions. This branch relates to how well a person can distinguish between 
emotions and then assess the underlying cause and potential impact (range, 75–117, m = 
96.69, sd = 9.22). Understanding emotions is focused on labelling emotions and then 
understanding how emotions are triggered. Being able to understand emotions is a vital 
aspect of nursing practice both in terms of patient care and broader interaction with the 
multidisciplinary clinical team.  
8.4.5 MSCEIT Branch 4 Scores 
Branch 4 - managing emotions relates to the management of their own and others’ 
emotions. Being able to manage their emotions is vital to planning and making judgment 
through emotion regulation. The mean branch 4 score was 96.57 (range, 62–114, sd = 
9.98) and was observed in 61% of participants. An average level in each branch would be 
expected for nursing students who care for patients and their families. Branch 4 scores 
across the sample were lower than the results for the previous branches. A finding of lower 
scores in branch 4 suggests that being able to manage emotions is a higher-level skill that 
requires experience to develop. On the topic of age-related differences, theorists 
speculate age influences emotional intelligence as a result of life experience and 
intellectual growth (Mayer et al., 1999). A significant number of participants achieved lower 
than average scores in the facilitating, understanding and managing emotions branches. 
These branches indicate the degree to which the nursing students can interpret the 
emotions of others and consider other viewpoints before making a decision on how 
emotions may be managed. Of particular concern is that nursing students need to be able 
to process emotional cues and engage in adaptive behaviour in response. Lower than 
average levels of emotional intelligence may signify a lack of ability to interpret and then 
manage their own emotions and those of others. Potential emotional intelligence 
development strategies will be discussed in Chapter 9. 
The literature reporting associations between emotional intelligence levels and nursing 
performance is mixed. Some studies have identified that higher levels of emotional 
intelligence are positively correlated with nursing performance (Beauvais et al., 2011; 
Codier et al., 2009). However, other research indicates that emotional intelligence and  
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nursing performance are not related (Stenhouse et al., 2016). Evidence of positive 
relationships between emotional intelligence and patient safety in terms of quality of care 
and patient outcomes is limited, insofar as research in the area is still in its infancy (Codier 
& Codier, 2017). Nonetheless, it may be reasonable to suggest that the attributes of high 
levels of emotional intelligence would support patient safety through better perception, 
communication and interpersonal skills. 
8.4.6 What are the differences between attrition rates between groups identified by 
emotional intelligence competency? 
Research question 2 aimed to identify any differences in attrition rates between groups 
based on emotional intelligence competency. The analysis found no statistically significant 
relationships between emotional intelligence and attrition. A chi–square test for 
independence indicated no significant association between groups and course progression 
(attrition), c2 (2, n = 82) = .064, p = .846, phi = 064. The results of the present study are 
mixed in terms of whether emotional intelligence is related to the risk of emotional distress 
or attrition. However, a lack of statistical significance may be related to a low attrition rate 
in this cohort (16.7%), and this may not be representative of attrition from nurse education 
programs. More research is needed to establish clear links between emotional intelligence 
levels and attrition. Recommendations for future research will be made in Chapter 9. 
8.4.7 Relationships between MSCEIT Scores, demographic characteristics and attrition 
Research question 3 sought to examine differences between MSCEIT scores, 
demographic characteristics and attrition rates. Seventy-nine (97.5%) of the participants 
were female, and two (2.5%) were males. The gender difference is not unusual as HWA 
(2014) reported that females account for 90% of all enrolments into nursing education 
programs. Gender differences have been identified with females generally scoring higher 
in emotional intelligence than males (Brackett & Mayer, 2003; Ciarrochi et al., 2000; 
Fernández-Berrocal et al., 2012). That emotional intelligence levels were higher in females 
is a finding supported in a more recent study by Snowden et al. (2015), who found the 
female nursing students scored higher overall than male engineering students. However, 
as Codier and Odell (2014) noted, gender differences within the nursing population have 
yet to be confirmed.  
It was not possible to match participant numbers for gender in the sample population for 
the present study, and this is acknowledged as a limitation. There were no statistically  
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significant differences between emotional intelligence scores and age in this sample. The 
impact of age on levels of emotional intelligence remains unclear as research results are 
mixed, but in general, emotional intelligence levels are expected to increase with age 
(Cabello et al., 2016; Foster et al., 2017; Kafetsios, 2004; Mayer et al., 1999; Snowden et 
al., 2015).  
This study did not compare participants by level of previous qualification as the level of 
emotional intelligence was considered the primary measure, and all students entering the 
program had to meet standard academic entry requirements. There was a positive 
relationship between emotional intelligence and academic success measured by grade 
point average (GPA). This association indicates that as academic performance increased, 
so did levels of emotional intelligence. These findings are similar to those found in 
previous research (Brackett, Rivers, Reyes, & Salovey, 2012; Codier & Odell, 2014; 
Fernandez, Salamonson, & Griffiths, 2012; Qualter, Gardner, Pope, Hutchinson, & 
Whiteley, 2012). Nonetheless, there are contrasting views about the relationship between 
academic success and emotional intelligence. Insofar as other research does not support 
links between academic success and emotional intelligence, instead some of the 
emotional intelligence domains were correlated but not all of them (Roso-Bas, Pades 
Jiménez, & García-Buades, 2016).  
Some of the lack of clarity in identifying whether academic success and emotional 
intelligence are related can be explained by the variation in models of emotional 
intelligence adopted for research studies (Beauvais, Stewart, DeNisco, et al., 2014; 
Humphrey-Murto, Leddy, Wood, Puddester, & Moineau, 2014; Roso-Bas et al., 2016). 
However, from a psychological perspective, findings that academic performance is 
positively related to higher levels of emotional intelligence lends support to the notion that 
emotional intelligence is related to better functioning and achievements. As Brackett et al. 
(2012) noted, this may be due to a better ability to develop knowledge and to focus on 
learning.  
In summary, there was a positive relationship between total emotional intelligence, age 
and GPA. However, there were no statistically significant differences between emotional 
intelligence score and attrition. The overall percentage contribution of each group to 
attrition identified that Consider Developing was responsible for 25% (n = 3) of the attrition, 
while Competent was responsible for a further 58.3% (n = 7) and Skilled the remaining 
16.7% (n = 2). When the percentage contribution within groups was reviewed, 18.8% was 
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attributable to Consider Developing, the Competent group was lower at 14.3%, and Skilled 
shared the final 11.8%. Therefore, emotional intelligence did not predict attrition in this 
sample. However, if nursing students need the nursing attributes of being able to provide 
compassionate care, then it seems reasonable to expect at least average levels of 
emotional intelligence. Thus, some form of emotional intelligence training, particularly in 
students with lower levels, may be of use within nursing education programs and this 
supports recent literature in the field (Enns et al., 2018; Harrison & Fopma-Loy, 2010). The 
relevance of and recommendations for emotional intelligence training will be discussed 
further in Chapter 9.  
8.5 Study 2: Qualitative Content Analysis of Written Reflections using Leximancer 
Study 2 aimed to answer research questions 4, 5, and 6 to develop further understanding 
of the influence of emotional intelligence on responses to emotional engagement and 
affective events where these occurred. Qualitative content analysis was conducted on the 
written reflections using Leximancer, a computer-aided text analysis tool. Interpretation 
was based on the MSCEIT levels of competency in three groups: 1) Consider Developing; 
2) Competent and 3) Skilled. Chapter 6 described the collection and analysis of the 
qualitative data, that is; the computer-aided text analysis of participants written reflections. 
Study 2 offers another perspective of emotional intelligence research by using a qualitative 
approach thereby meeting recommendations to broaden the existing knowledge 
surrounding emotions research (Lindebaum, 2015).  
I was interested in examining the types of affective events described by the nursing 
students. The process model of affective response (PMAR) as described in Chapter 3, 
was adopted as the framework for analysis. The reflective writing exercise was chosen to 
a) avoid extra workload for study participants and b) the ability to reflect on practice is a 
requirement of professional practice. Leximancer was adopted as the tool for analysis of 
the clinical placement experience reflections. The written reflections were grouped by 
students' total emotional intelligence score, into three separate groups (or "folders" in 
Leximancer parlance): Consider Development; Competent and Skilled. This process 
facilitated comparison between the qualitative data and the MSCEIT and demographic 
data. As discussed in Chapter 7, the connectedness between the co-occurrence 
categories, or concepts, in the semantic networks, provides a general hierarchy of 
concepts. These are referred to as themes (Smith & Humphreys, 2006). From the ranked 
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list, Leximancer statistically develops a thesaurus of words comprised of classifiers, 
referred to as concepts. On review of the concepts, some between-group variations in the 
concept order rankings were identified. Therefore, individual concepts were examined and 
discussed in reference to the concepts identified.  
Promoting the sharing of emotional information was challenging, particularly as described 
in Chapter 3, nursing students are encouraged to suppress their emotions. Broadly, 
students chose to reflect upon interactions with patients and family members and other 
members of staff. Results identified differing perceptions of emotional engagement 
between the three groups. The types of affective events that caused emotional distress will 
be discussed in the following section. 
8.5.1 What are the types of affective events that cause emotional distress? 
Research question 4 sought to examine the types of affective events that caused 
emotional distress. One of the recurring themes that caused emotional distress was a 
sense of fear and anxiety about attending clinical placement. The fear of the unknown and 
the fear of not fitting in are known to cause of emotional distress in nursing students who 
have to socialise in ward areas with existing team dynamics (James & Chapman, 2010; 
Levett-Jones & Lathlean, 2009; Nolan, 1998). The pain and suffering experienced by 
patients triggered emotional distress in some students, with descriptions of shock at the 
reality of patient care. Some of the students described feelings of being overwhelmed and 
sometimes expressed fear. This finding is consistent with previous research which found 
nursing students are ill-prepared to cope with emotionally distressing situations (Ek et al., 
2014; King-Okoye & Arber, 2014; Parry, 2011; Rees et al., 2015). A sense of fear, related, 
on a few occasions, to caring for a disorientated, aggressive or confused person. A 
potential reason for the sense of fear maybe, that while students are taught in simulation 
how to manage activities of daily living, they lack the situational awareness and 
understanding, of how to safely care for confused patients.  
In the present study, emergencies and end-of-life care were particularly distressing for 
some students, they described their concern when their lack of knowledge left them 
unable to help. Some students felt inadequate because of their inability to avoid unfolding 
situations, insofar as they could not just walk away. Some of the students described 
feelings of shock and helplessness when involved with end-of-life care. Several nursing 
students were exposed to end-of-life care very early in clinical placement and described 
Ch 7 Study 3 
 140 
their emotions both at the time, as well as the later effects. The students described a lack 
of readiness to manage the emotional demands of caring for dying patients. This finding 
supports other research around end-of-life care (Aradilla-Herrero et al., 2012; Edo-Gual et 
al., 2015), adding further weight to the need for more targeted pre-clinical placement 
activities.  
The conflict surrounding students’ readiness for, and the scope of practice for the nursing 
student is readily apparent in the nurse education literature (Crombie et al., 2013; 
Hamshire et al., 2012). A shared understanding of the activities that nursing students can 
undertake remains a challenge to both registered nurses and nursing students during 
clinical placement. Several of the nursing students described being overwhelmed by the 
lack of preparation, insofar as they did not expect criticism from ward nurses. To further 
compound this, some students expressed concern that the ward nurses expected a higher 
level of skill and knowledge from beginning year-one students.  
Anxiety and stress arising from different expectations of skill level is well documented in 
the nurse education literature (Bradbury-Jones et al., 2011; Curtis et al., 2007; Thomas et 
al., 2015). A number of students reported that the registered nurses with whom they were 
working were critical of student’s lack of knowledge, even though the placement was the 
students’ first clinical placement. In the current study, the students described feelings of 
distress if they had made a mistake – this happened when the student had been left alone 
to manage patient care. They explained that the nurse had gone away, the ward was “very 
busy”, and they did not want to say “no” when asked for assistance by a patient. One 
student described a sense of being overwhelmed by the expectations of their buddy nurse. 
Similarly, others described feeling humiliated when criticised about their lack of knowledge 
and their inability to perform tasks. Unfortunately, the hierarchical nature of health systems 
limited the students’ use of assertive communication techniques to make clear to others 
what their scope of practice entailed.  
Some students identified what they considered to be poor communication, particularly from 
other members of staff. In this regard, students across the competency groups reported a 
sense of anger and frustration during interaction with other staff, or concern about a lack of 
resources. In particular, some of the nursing students described worrying over what they 
perceived to be a lack in quality of care. They identified difficulty in speaking up about poor 
practices for fear of retribution, and again this mirrors other reports in the nursing 
education literature (Levett-Jones & Lathlean, 2009; Thomas et al., 2015).  
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8.5.2 Does emotional intelligence influence ability to manage own responses during an 
affective event? 
Research question 5 aimed to identify whether levels of emotional intelligence influenced 
the nursing students’ ability to manage their responses during an affective event. Of 
interest was the finding that students in the Consider Developing group tended not to 
focus on the nature of their own emotions unless they needed to make sense of a 
situation. Many students in this group planned to maintain a calm and confident 
appearance. They also referred to using experience to manage emotional distress. 
Although there was a level of social awareness and compassion for patients and their 
families, there was also a greater focus on the emotions of others and less on their own 
emotional awareness. The Consider Developing group tended to concentrate on nursing 
tasks, and the opinion of the patients’ family members was referred to more so than those 
of the patient. This suggests that resolving conflict with family members about patient care 
was important. 
Both the Competent and Skilled groups described how they perceived and managed their 
emotions at a deeper level when faced with an affective event. The view of learning in both 
of these groups tended to be one of acceptance that learning to manage emotions would 
come with clinical practice experience. On this topic, Smith and Lazarus (1993) noted, 
emotional sense-making derives from a persons’ individual beliefs and values and these 
influence individual perception and judgment. Previous research has shown that an ability 
to reflect on one’s own emotions helped nursing students to understand and manage 
affective events during interaction with patients (Harrison & Fopma-Loy, 2010). Overall, 
there was some evidence that higher levels of emotional intelligence did influence the way 
that affective events were managed. In particular, some students with lower levels tended 
to focus on nursing tasks. Students in the Competent and Skilled groups were more likely 
to reflect on their emotions in an effort to enable understanding and professional growth. 
8.5.3 What strategies do nursing students adopt to manage emotions during clinical 
placement? 
Research question 6 aimed to examine the range and type of coping strategies adopted. 
Several research studies have demonstrated that emotional intelligence plays a crucial 
role in coping by moderating the perception, understanding, and management of emotion 
(Austin et al., 2008; Mikolajczak et al., 2007; Saklofske et al., 2012). The most prevalent 
was a positive-coping strategy, and this finding is similar to other studies (Alconero
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Camarero et al., 2018; Chan et al., 2014; Por et al., 2011). Some of the positive-coping 
strategies described included talking to fellow students, to their tutor, or sometimes with 
their own family, to help them make sense of the situation. The strategies used to 
understand and manage interaction with patients and their families and the members of 
staff on the ward varied. Additional information was often provided, about how the nursing 
student managed the emotional arousal and how they planned to do things differently in 
the future. 
Participants in all three groups recognised the need to learn how to control their own 
emotions. However, many indicated that this would be via emotional suppression. One 
participant in the Consider Developing group planned to use behaviour patterns 
embedded in nursing competency to maintain a professional persona. The Competent and 
Skilled groups described their feelings of sadness as a result of compassion and empathy. 
Again, the way of managing this for the future was via emotional control. The presence of 
negative feelings provides support for the contention that undergraduate nursing students 
may not be emotionally prepared, for affective events experienced early in their programs 
(Chan et al., 2011; Por et al., 2011).  
There is evidence that much of the emotional stress perceived by nursing students, such 
as caring for dying patients, is either discussed with their own family, friends or fellow 
students (Parry, 2011; Rees, 2013). The value of a mentor, or link lecturer, to help support 
nursing students has been suggested for the last 20 years; however, recent research 
indicates that the roles are not yet fulfilling expectations of nursing students (Harrison-
White & Owens, 2018). When faced with an affective event, some students reflected on 
their own previous experiences or those of family and friends to make sense of the event. 
The use of personal experience is supported by other research that showed nursing 
students compare their clinical placement experience with personal experience or with 
family and friends (Gibbons et al., 2011; Parry, 2011; Rees, 2013). 
Several students described the activity of knowledge creation from the perspective of 
learning on the job but, unfortunately, some also said that they lacked knowledge. The 
nursing students used terms “knowledge” and “skills” interchangeably, and this 
demonstrates that the development of both was a key goal. The term “noticing” was used 
in the sense of becoming aware of their learning and achievement. The results 
demonstrated that clinical placement learning may be ad hoc, and students place a 
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reliance on the registered nurses that they are buddied with to manage gaps in their 
knowledge.  
Not all the experiences were negative, and interestingly, the participants described some 
positive emotions and a sense of achievement by being able to contribute care activities. 
Engaging positive emotions may be a coping strategy to make the best out of what they 
considered a bad situation. Many students described a sense of achievement in managing 
a stressful situation, even where their response was acute anxiety. The results indicated 
that nursing students are exposed to situations that cause emotional distress and higher 
emotional intelligence levels have some influence on the choice of coping strategies. 
Students with higher emotional intelligence tended to adopt positive-coping strategies, 
such as personal reflection. This result is similar to findings by Montes-Berges and 
Augusto (2007), Por et al. (2011), and Chan et al. (2014) who identified that students with 
higher levels of emotional intelligence experienced less anxiety and better general well-
being. While the findings in Study 2 are not definitive, it appears that nursing students 
would benefit from pre-clinical placement preparation, particularly in the area of 
development of effective coping strategies. 
8.6 Study 3: Analysis of the effects of emotional intelligence and response to 
emotional engagement on attrition 
Study 3 aimed to investigate whether emotional intelligence levels and responses to 
affective events to placement experience contribute to attrition. Linguistic Inquiry and Word 
Count (LIWC2015), a validated text analysis tool was used to interrogate the written 
reflections for psychological constructs and positive and negative emotion words. These 
qualitative data were converted to numeric form to allow quantitative integration with 
MSCEIT scores and demographic variables. Chapter 7 described the content analysis of 
participants’ written reflections to examine how natural language was used when recalling 
affective events. I was particularly interested in identifying whether the relative contribution 
of psychological constructs and positive and negative emotion words were related to 
emotional intelligence scores and attrition from a nurse education program. Additionally, I 
was interested in identifying any differences between nursing students and the LIWC2015 
sample population.  
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8.6.1 Do nursing students demonstrate more positive or negative emotions when writing 
about an affective event? 
Research question 7 aimed to identify whether nursing students demonstrate more 
positive or negative emotions when writing about their affective event. Results indicated 
that students complied with the reflective writing instructions, some did not write about an 
emotional event but instead described how they were involved in caring for a patient. It 
was not clear whether they had not experienced an affective event during clinical 
placement, which is possible. Another explanation may be that written expression removes 
emotional cues thereby reducing overall emotional tone. No differences in the number or 
types of either positive or negative emotion words used between the three groups were 
identified. The interaction between emotional tone and emotional intelligence competency 
was not statistically significant, F(2, 72) = .116 p = .89. Similarly, there were no statistically 
significant differences between groups based on positive emotion F(2, 72) = .883 p .42. 
The interaction between negative emotion and emotional intelligence competency did not 
reach statistical significance F(2, 72) = .616 p .54. There were, however, fewer emotion 
words used overall compared with the normative sample.  
Several nursing students described feelings of emotional connection when they witnessed 
what they considered to be a poor standard of care or if the patient was in pain or 
distressed themselves. Levels of emotional expressivity were found to be unrelated to 
emotional intelligence in this sample; this may be due to an average level of emotional 
intelligence. Other research has also identified a high degree of negative emotional talk in 
discussion of professional dilemmas (Monrouxe & Rees, 2011; Rees et al., 2015). In this 
regard, no statistical difference between the three groups were identified, but emotional 
tone was lower than the LIWC2015 program mean.  
There may be several reasons as to why emotional tone was lower, including; firstly that 
emotional expression may be diminished when writing requires higher levels of cognitive 
processing and also insight (Tov et al., 2013). Intrinsically, it would be necessary to identify 
whether talking about an affect event revealed more of the situational and emotional 
influences that were indiscernible in the written reflections. Also, emotional expression 
may not be related to levels of emotional intelligence either. As a result of the levels of 
emotional stress, reality shock and emotional suppression identified in Study 2, it was 
expected that students would use more negative emotion words. However, while negative 
emotion terms were present, there were no more than the LIWC2015 program mean.  
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A lack of sensitivity in the LIWC2015 program has been identified as a potential drawback 
as the software does not regenerate the real-world situation. However, on review of 
individual reflections, there was evidence of an academic writing style with clear structure 
and formal tone. The formal manner in which nursing students write and lack of the use of 
the personal pronoun has the potential to limit the use of emotion words. The other 
possibility is that there may have been no emotion sensed during that clinical placement. 
Nursing students are not exposed to affective events at any given time. Instead, the nature 
of healthcare provides unexpected and therefore, unavoidable challenges. As Pennebaker 
(1997) noted, being able to label an emotion or put a word to an emotion can help 
individuals make sense of an emotional event. Writing about an emotional situation 
depends on the valence and intensity of the emotion and how emotion is usually 
expressed. Not all students may have used emotion words to describe their experiences, 
particularly if they have used a formal academic writing style.  
Small participant numbers in both the Consider Developing and the Skilled groups limits 
generalization in terms of emotional intensity or valence. The lack of differences between 
groups based on emotional intelligence competency may be explained by reviewing the 
average emotional intelligence score for the sample, which was in the average range. 
Potentially, students who choose nursing as a career may have average levels of 
emotional intelligence and other similar personality characteristics. 
8.6.2 Do emotional intelligence scores based on competency and emotional tone 
influence attrition?  
Research question 8 sought to identify whether emotional intelligence scores based on 
emotional intelligence competency and emotional tone are related to attrition. This study 
found no relationship between emotional intelligence and attrition. The interaction effect 
between groups, attrition and emotional tone was not statistically significant, F(2, 71) = 
.464, p = .631. There were no significant statistical differences between the groups based 
on positive emotion F(2, 71) = .524 p = .59. Interaction between groups based on negative 
emotion and attrition similarly did not reach statistical significance F(2, 71) = .097 p = .91.A 
lack of relationship is similar to findings by Snowden et al. (2018), and Codier et al. (2009). 
However, on the contrary, Roso-Bas et al. (2016) identified a negative correlation between 
some domains of emotional intelligence, namely the ability to understand and manage 
own emotions. Students with low levels of emotional intelligence and a high degree of 
pessimism were more likely to drop out of their nursing course. In this regard, a growing 
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body of literature is providing some support for ‘optimal’ levels of emotional intelligence, 
namely the ability to balance the perception and management of emotions (Ciarrochi et al., 
2002; Davis & Nichols, 2016; Rego et al., 2010).  
Recent research using a trait-emotions measure did provide some support for the 
contention that students with higher scores in emotional intelligence were more likely to 
complete their nursing programs (Snowden et al., 2018). It appears that the use of 
emotion words in writing in the sample is not strongly related to emotional intelligence or 
attrition. Kahn et al. (2007) further suggested that measuring emotional expression may 
also require visual and verbal behavioral responses, such as identifying facial expressions. 
While a lower score may be expected for the affective process overall, it is interesting to 
note a lower level of positive emotion. Again, this could be due to a disinclination to reveal 
emotions, particularly for an assessment item.  
With regard to emotion management strategies, there was evidence that nursing students 
regarded that emotional suppression was a requirement for nursing. Thus, writing in an 
emotional manner may also be suppressed. Concerning emotional suppression, Lin, Lin, 
Wen, and Chu (2016) in their study of narrative reflections in medical students, similarly 
identified that the emotional tone was suppressed. Lin and colleagues postulated that a 
scientific orientation and use of cognition words might have been a causal factor. There is 
also an argument that the technical and academic aspects of nursing practice overshadow 
the role of emotion (Huynh et al., 2008; Leonard, 2017; Wray et al., 2013) thus, providing 
limited opportunity for nursing students to engage in any meaningful emotion self-
reflection. Also, dispositional expression of emotion varies significantly between people; for 
example, a laugh out loud, or conversely a poker face. In this regard, the way that emotion 
is expressed may not be captured by the written word alone. Movement, eye contact, 
voice inflection and use of fillers when speaking all contribute to the emotional load that 
may be captured (Balon & Rimé, 2016; Kleres, 2011; Rees, Monrouxe, & McDonald, 
2013).  
In this study, it was difficult to assess whether there was little emotion or it had been 
suppressed. There was insight by some who felt that they just needed to learn to manage 
their own emotional responses better and that this would happen in time. The higher levels 
of insight could be explained by the requirement for the student to reflect upon the event 
that they described. These results suggest that nursing students demonstrated higher 
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levels of formal and hierarchical thought processing and ability to describe their clinical 
placement experience.  
The relationships between attrition and levels of emotional intelligence remain unclear. 
There is evidence that emotional intelligence and academic achievement are linked 
(Beauvais, Stewart, & DeNisco, 2014; Codier & Odell, 2014; Foster et al., 2017; Rankin, 
2013). On the topic of academic achievement, recent research has found some support for 
the contention that higher levels of emotional intelligence will result in higher academic 
achievement and success in nursing programs; however, further research is needed 
before generalizations can be made (Sharon & Grinberg, 2018). Although emotional 
intelligence was not found to predict attrition in this sample, attrition rates were lower than 
expected. It also appears that the use of emotion words was not strongly associated with 
either emotional intelligence or attrition. This may be due to a disinclination to use emotion 
words and preference to write in an academic style.  
8.7 Summary 
It is clear that attrition from nursing education programs occurs for many reasons and 
learning to be a nurse requires a combination of academic and interpersonal skills and 
also resilience, to manage the demands of emotional engagement. It was apparent, on 
analysis of the written reflections, that nursing students experienced differing responses to 
emotional engagement and, for many, there was the expectation of just having to learn to 
manage themselves. A lack of preparation for the demands of emotional engagement was 
evident, particularly in relation to end-of-life and care and caring for the deceased. 
Students, in some cases, did not expect to be exposed to death so early in their program. 
Similarly, Aradilla-Herrero et al. (2012); Charalambous and Kaite (2013); Edo-Gual et al. 
(2015); Mirlashari, Warnock, and Jahanbani (2017) found that nursing students may 
perceive end-of-life care as traumatic. Furthermore, there was a lack of pre-placement 
preparation about how to manage the emotional effects, and how to engage with the dying 
person and significant others. In this regard, the display rules of emotional suppression, 
consistent with the literature, continues to be a challenge, both for nursing education and 
the nursing workforce alike.  
The nursing literature indicates that nurses adopt emotional suppression as a method of 
coping with emotional engagement. Results from Study 2 found also that nursing students 
similarly adopted emotional suppression, either by their choice, or on receiving advice from 
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other nurses, to not get emotionally involved with patients. Although results from Study 1 
and Study 3, did not find statistically significant differences between groups based on the 
emotional intelligence levels, most of the nursing students in the sample had an average 
or above, level of emotional intelligence. This may be related to individual characteristics 
of people who undertake nursing as a career.  
For quality patient care, it appears that at least an average level of emotional intelligence 
is needed to allow development of interpersonal skills and communication. However, the 
relationship between emotional intelligence and nursing students’ capacity to manage 
emotional engagement is not yet clear. Individuals who can discern either positive or 
negative emotions can interpret and manage on a higher-functioning level when choosing 
appropriate emotion regulation strategies (Mayer, Salovey, et al., 2008). Some constructs, 
elements or dimensions show emotional intelligence to be positively correlated with 
effective relationships, therapeutic communication skill, and empathy and compassion 
(Brackett, Rivers, Shiffman, Lerner, & Salovey, 2006). In this regard, emotional intelligence 
is considered an essential factor in workplace performance, leadership and also it is 
relevant for nurses, particularly with regard to compassion (Adams & Iseler, 2014; Rego et 
al., 2010; Snowden et al., 2018).  
Other research suggests that an average level of emotional intelligence is necessary for 
nursing practice (Foster et al., 2017; Harrison & Fopma-Loy, 2010; Rankin, 2013; Zysberg, 
Levy, & Zisberg, 2011). There is a need for higher levels of emotional intelligence to guide 
problem-solving when providing care, and in this research, a significant number of 
participants achieved lower than average scores in the facilitating, understanding and 
managing emotions branches. These results indicate that these individuals would benefit 
from further development of their emotional intelligence. For example: when people 
experience an adverse affective event, there is effortful processing; a focus on the event 
and consequent reduction in focus elsewhere.  
Although emotional intelligence was not found to predict attrition in this sample, the results 
demonstrate that clinical placement experiences are academically and professionally 
complex. In particular, results from Study 2 and 3 provide evidence that nursing students 
are exposed to emotionally challenging situations during clinical placement for which they 
are ill-prepared. Thus, some form of emotional intelligence training, particularly for 
students with lower levels of emotional intelligence, maybe of use in nursing education 
programs and this supports recent literature in the field. In Chapter 9, I will make 
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recommendations to reduce the risk to nursing students from affective events that occur 
during clinical placement. Finally, I describe the limitations of the research and the 
methodological challenges before concluding the thesis.  
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 Recommendations and Conclusion 
9.1 Introduction 
Chapter 8 provided an integrated discussion of the findings from Study 1 (Chapter 5), 
Study 2 (Chapter 6) and Study 3 (Chapter 7). Chapter 8 also links the theoretical 
framework with affective events experienced by nursing students during clinical placement. 
The discussion is congruent with the parallel, convergent, mixed method design described 
in Chapter 4. Chapter 9 will discuss recommendations both to reduce the risk from 
affective events that occur during clinical placement and for future research in the field of 
emotional intelligence in nurse education. The recommendations are linked to the results 
of the three studies, and more specifically to manage emotional distress resulting from 
emotional engagement. The potential value of emotional intelligence education prior to 
clinical placement will be examined as a direction for future research.  
9.2 Recommendations to address emotional distress as a result of emotional 
engagement 
A lack of preparation of nursing students for the demands of emotional engagement was 
evident, particularly in relation to end-of-life and care and caring for the deceased. 
Students, in some cases, did not expect to be exposed to death so early in their program. 
Similarly, Aradilla-Herrero et al. (2012); Charalambous and Kaite (2013); Edo-Gual et al. 
(2015); Mirlashari et al. (2017) found that nursing students may perceive end-of-life care 
as traumatic. Furthermore, there was a lack of pre-placement preparation about how to 
manage the emotional effects and how to engage with a dying person and significant 
others. In this regard, the display rules of emotional suppression, consistent with the 
literature, continues to be a challenge for nursing education and the nursing workforce 
alike. 
Nursing students are expected to undertake clinical placements in various healthcare 
environments. Often, they are not familiar with the facility, the staff or workplace culture. 
Not all staff members were welcoming, and communication and conflict with other team 
members was identified as a trigger for an affective event. In this regard, several students 
described feeling alienated and isolated from the rest of the multidisciplinary team. Nursing 
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students must be supported to develop skills in communication, conflict resolution and 
assertiveness. 
9.2.1 Pre-preparation for clinical placement 
Pre-placement preparation via simulation and ongoing regular support from academic staff 
would help to ameliorate some of the emotional distress that occurs from the sense of 
helplessness and isolation described by some of the nursing students. Kozlowski et al. 
(2018) conducted a small study that aimed to evaluate the effectiveness of an emotional 
intelligence coaching program in a sample of nurses. Their findings showed that after three 
months the participants’ emotional intelligence levels had increased. In a previous study, 
Sarabia-Cobo et al. (2017) evaluated the results of a 16 hour emotional intelligence 
training program that was undertaken by a group of nurses. The workshops focused on 
the development of emotional intelligence and findings indicated that emotional 
intelligence levels increase significantly and further, this increase was sustained for at 
least one year. Recently, Hurley et al. (2020) in a qualitative study, demonstrated that both 
nursing students’ and healthcare clients journeys were improved when nursing students 
received preclinical placement education focusing on the development of emotional 
intelligence. Indeed, Hurley and his colleagues identified that emotional intelligence 
contributed to greater confidence, improved resilience and empathetic behaviours among 
the nursing student sample. 
The results of the present study are mixed in terms of whether emotional intelligence is 
related to the risk of emotional distress or attrition, it is clear though that emotional 
intelligence is necessary for compassionate care and thus some form of emotional 
intelligence training may be of use within nursing education programs (Adams & Iseler, 
2014; Foster et al., 2017; Harrison & Fopma-Loy, 2010; Rankin, 2013). The written 
reflections and affective events experienced could be used to develop pre-placement 
learning activities that aim to increase levels of emotional intelligence. 
9.3 Suggestions for future research 
As discussed in the literature review consistency in the use of emotional intelligence 
measures will allow systematic review of emotional intelligence in nurse education. It is not 
possible to establish the effectiveness and contribution to nursing practice of emotional 
intelligence due to the wide variety of measures currently being used. 
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9.3.1 Inter-institutional collaboration 
Inter-institutional collaboration may be worthwhile, particularly if tertiary institutions enroll 
small numbers for nursing students yearly. One of the confounding factors though, is the 
risk that there are differences between the general population of nursing students, 
particularly where there are differences in entry requirements. This study identified that 
emotional intelligence levels increase with grade point average. There may be some 
advantage in assessing differences between a population of nursing students who have 
undertaken prior studies in nursing programs at vocational education institutions and 
nursing students who enroll directly from school. Considerable numbers of nursing 
students would be required for comparison and inter-institutional collaboration would 
facilitate this.  
9.3.2 Emotional intelligence education as an addition to pre-clinical placement 
There is recent evidence that emotional intelligence increases during a nursing program 
(Foster et al., 2017). Research has identified that even a limited amount of emotional 
intelligence education results in increased levels of emotional intelligence in some 
domains (Harrison & Fopma-Loy, 2010; Mattingly & Kraiger, 2018). It is reasonable to 
recommend that an early of emotional intelligence training in a nursing program may be of 
benefit for both nursing students and patients. Ongoing conflict around whether emotional 
intelligence is an ability or mixture of personality traits and competencies tends to prevent 
any clear picture of what can be considered appropriate training. Furthermore, the 
differences in the conceptual basis of emotional intelligence creates differences in the type 
of training program and also the content. Hodzic, Scharfen, Ripoll, Holling, and Zenasni 
(2018) elaborated on the topic in a recent meta-analysis by explaining that some 
emotional intelligence constructs tend to be reflective of personality, for example, trait 
measures, and as such are difficult to train.  
On the other hand, ability measures view emotional intelligence as an ability that can be 
developed and thus may be more amenable to training. However, Mattingly and Kraiger 
(2018) recently reported that to date, there has been little scientific examination of 
emotional intelligence training programs or the potential benefits for workforce outcomes. 
The type of emotional intelligence training, the length of the intervention and when the 
intervention was carried out have all been found to have some positive effects on overall 
emotional intelligence levels (Al-Faouri et al., 2014; Cherry et al., 2012; Choi et al., 2015; 
Harrison & Fopma-Loy, 2010; Karimi et al., 2018).  
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9.3.3 Emotional intelligence education within nurse education programs 
Emotional intelligence training in nurse education needs to be based on the 
conceptualisation of emotional intelligence, that is; either an ability model or mixed models 
as these will influence both the training and measurement of the outcomes. Emotional 
intelligence development based on the ability model should be the focus. Emotional 
intelligence development to reduce the risk of emotional distress without compromising 
emotional engagement should be the emphasis. As noted in the literature review, mixed 
model emotional intelligence may be more appropriate for some elements of workforce 
training, but the effects on compassion and emotional engagement have not yet been 
established.  
Nursing research has identified that older nurses with more experience in nursing practice 
typically have higher levels of emotional intelligence and furthermore, the emotional 
intelligence levels also rise across nursing education programs (Benson et al., 2010; 
Brackett & Mayer, 2003; Foster et al., 2017). There was a consensus among some nursing 
scholars that learning strategies to improve emotional intelligence would be a useful 
adjunct to nursing education programs to improve performance and reduce the risk of 
emotional distress (Beauvais et al., 2011; Bulmer Smith et al., 2009; Por et al., 2011). The 
present study found support for the arguments that those nursing students with lower 
levels of emotional intelligence would benefit from some emotional intelligence training. 
Additionally, there have been demonstrated links between the ability to cope with affective 
events and positive management of stress, anxiety and mental health (Begley & Glacken, 
2004; Birks et al., 2009; Ciarrochi et al., 2000). 
9.3.4 Effectiveness of emotional intelligence training programs 
With regard to the effectiveness of emotional intelligence training programs, Mattingly and 
Kraiger (2018) noted that most published studies did not discuss the nature of educational 
interventions. Most studies described only the use of lectures; technology-based 
interventions; simulation or group discussion, for example. This made the task of 
assessing the types of successful intervention difficult. Also, they identified that published 
articles tended to demonstrate larger effect sizes – a potential publication bias. From a 
different perspective, Hodzic et al. (2018) conducted a meta-analysis to extend knowledge 
on the effectiveness of emotional intelligence training programs. Their findings indicated 
that training is effective and does increase emotional intelligence, but the evidence needs 
to well-balanced.  
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Training to develop emotional understanding was easier to develop than training to 
facilitate emotions. An underlying reason for this is related to how emotional knowledge 
and emotional ability work together as a skill. The link between understanding emotions 
and crystalised intelligence has previously been supported by research (Joseph & 
Newman, 2010; Maccann et al., 2014). Hodzic et al. (2018) concluded that emotional 
intelligence training needs to be repetitive and conducted over a period, to allow 
development of emotional understanding of why and how emotions change. A combination 
of published articles and unpublished research may provide a more reliable overview of 
potential benefits for emotional intelligence training. However, for a suggested emotional 
intelligence training program for nursing education, the guidelines suggested by Zeidner 
(2017) have been adapted as a potential starting point for further research. 
9.4 Suggestions for the structure of an emotional intelligence education program 
Based on Zeidner (2017), some recommendations for potential emotional intelligence 
training within nurse education are discussed in the following section. 
1) Pre-planning is vital, particularly in already theoretically heavy nursing curricula. 
Existing educational resources could be modified to incorporated simulation 
inclusive of emotion management. From the results of study two, communication, 
caring and reality shock, managing emotional demands and emotional suppression 
were key themes that may be considered for inclusion in an emotional intelligence 
development program. For example; end-of-life care was considered by some 
students as particularly stressful. Therefore preplacement training is recommended 
for end-of-life care and this could be achieved by simulated case scenario 
(Alconero-Camarero et al., 2018; Jack, 2012; Parry, 2011; Rees et al., 2015). 
 
2) Zeidner (2017) suggested that an emotional intelligence intervention should include 
a needs-based assessment and while this may be relevant in some applications, 
the necessity for equitable opportunity for all students within a nurse education 
program would preclude this. Therefore, the emotional intelligence development 
would need to be a compulsory component for all enrolled students. Also, the 
aspect of pre-testing emotional intelligence levels has yet to be confirmed as a valid 
method of highlighting potential students at risk of emotional distress. Research 
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studies have so far demonstrated little support for pre-program testing in healthcare 
students (Cook, Cook, & Hilton, 2016). 
 
3) It is essential that learning outcomes for the emotional intelligence training 
interventions are mapped to both the nursing curriculum, behavioural assessment 
items based on clinical competency and professional competency standards to 
ensure that the training is relevant and guided by sound educational principles. 
Within nursing curricula, the underlying choice of ability emotional intelligence or 
mixed model emotional intelligence would also vary depending on the preference of 
the instructors. In this regard, Mattingly and Kraiger (2018) suggested that there 
may be no difference in outcomes of training based on ability emotional intelligence 
or mixed model emotional intelligence. They noted that mixed model emotional 
intelligence may have outcomes for positive coping – this finding supported other 
research on workplace performance and well-being (Mikolajczak et al., 2007; 
Petrides & Furnham, 2003).  
 
4) Creation of learning activities needs to be designed with the learning outcomes that 
are specific in terms of the emotional intelligence element and include strategies to 
decrease the risk of emotions focused coping, a factor known to reduce 
compassion (Cohen, 1980). Design of emotional intelligence training activities 
would need to include specific actions targeting emotion regulation skills, and these 
could include reflective writing, group discussion, one on one performance feedback 
and reflection on actions to better manage emotions where necessary (Choi et al., 
2015; Harrison & Fopma-Loy, 2010; Szeles, 2015). For example, discussion groups 
may be formed for each of the groupings based on emotional intelligence levels. 
Following each clinical placement as part of a tutorial activity the groups could 
discuss their experiences of affective events with their peers. 
As Zeidner (2017) noted, it is important that the emotional intelligence development 
is incorporated into normal teaching and learning activities rather than a separate 
activity. Similarly, environmental awareness, conflict management, mediation and 
other situations leading to an affective event could be raised in a safer simulated 
environment (Chan et al., 2014; Cheng, 2015). Pre-placement training conducted in 
this manner as experiential learning may assist in earlier development of emotion 
regulation ability and a reduction in emotional distress.  
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9.5 Limitations of the Research 
The role of emotion and emotional intelligence in organisational behaviour is well 
recognised, but empirical research investigating the role of emotional intelligence in nurse 
education is relatively recent. Despite ongoing controversy surrounding the theoretical 
foundations of emotional intelligence, the last decade has seen a surge of published works 
on the relevance of emotional intelligence within nursing education. The findings from this 
study are from one Australian university and employ a small sized sample, not selected at 
random. The nursing students who chose to participate may have been more highly 
motivated to understand how managing emotional engagement during patient care 
contributed to their learning. Further, the participants undertook clinical placement on two 
days each week, which allowed them time to recover following an emotional experience. If 
students who completed a block placement for five (5) days per week over four (4) weeks, 
the results may have been different. Additionally, this sample used a problem-based 
learning pedagogy which does seek to develop critical thinking skills early in the Bachelor 
of Nursing program. A longitudinal research design following nursing students through 
their courses may generate a more comprehensive picture of the effects of emotional 
engagement and the strategies used by individuals to ameliorate the risk of emotional 
distress and whether those strategies change or develop over time. 
Regular journal entries that can be completed over several weeks may also provide 
greater insight and may avoid memory recall bias. Other research has identified that 
talking about an affective event is likely to reveal more emotion that writing about it. In this 
respect I would recommend that a component of emotional intelligence training could 
include discussion group activity during tutorials. As Kahn et al. (2007) noted, the emotion 
modulation process takes longer when writing and the emotional tone may be removed 
during the writing process. Despite these limitations, there is evidence that writing about 
an emotional event can benefit well-being. The goals of this study were to examine the 
presence of positive and negative emotion words rather than measure absolute levels of 
emotional expression. It found no differences between groups, in that levels of emotion 
words used across all variables were similar. Nursing as a career choice may also explain 
the lack of difference. As indicated earlier, the emotional intelligence level across the 
sample was in the average range, which could be expected in students who choose 
nursing as a career. 
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There was a significant lack of response from students regarding demographic information 
which led to missing data. This may have been overcome by allowing classroom time for 
the survey to be completed and returned in hard copy to the researcher. Additionally, on-
campus availability of computer laboratories may have resulted in higher return rates. 
Thus, in future, studies adopting time-consuming, emotional intelligence measures require 
careful consideration to avoid overload for participants.  
9.6 Methodological Challenges 
By far, the biggest methodological challenge in this study was recruiting sufficient 
participants for the study. One of the reasons for this was that in total, 161students were 
enrolled in the BN and BN/BM program. Several strategies were adopted to try to increase 
participation by attending lectures and sending emails to students, but only 84 of the 
students completed the MSCEIT. The MSCEIT although considered the most effective 
measure is costly to administer and takes around 45 minutes to complete. Academic 
workloads and other time commitments may have reduced the time available for the 
nursing students to complete the MSCEIT.  
Timing of the survey was also a contributing factor to lack of response as the MSCEIT 
needed to be completed before the first clinical placement. In the sample of nursing 
students, the initial clinical placement was scheduled to commence in week five of the 
semester. The later commencement of clinical placement allowed only four weeks for the 
students to complete the survey in addition to their academic and other demands. Ideally, 
computer laboratory time could be allocated, whereby the MSCEIT could be completed in 
classroom time. Ultimately, a longitudinal study may have revealed closer relationships 
between emotional intelligence, coping strategies and attrition. While computer aided 
content analysis and use of linguistic inquiry software has advantages, it is possible that 
both software systems lacked sensitivity to the visible physical and emotional cues. In 
future studies an interview methodology conducted over a period of weeks may be more 
appropriate. This was not possible within the time limitations and nursing student 
population available. Further inter-institutional study may make this possible. 
9.7 Thesis Conclusion 
It is clear that attrition from nursing education programs occurs for many reasons (e.g., the 
stress associated with developing academic and technical expertise, work/life balance, 
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and managing financial pressures). Furthermore, learning to be a nurse needs a 
combination of academic skill, interpersonal skill and resilience to manage the demands of 
emotional engagement. The results highlight the diverse nature of clinical placements and 
different recollections of experiences. Results from Study 2 and 3 provide evidence that 
nursing students experience emotionally challenging situations during clinical placement 
for which they are ill-prepared. It was apparent, on analysis of the written reflections, that 
nursing students experienced differing levels of impact to their emotional well-being, and 
many expect just to learn to manage it themselves. 
The findings offer another perspective of emotional intelligence research by using a 
qualitative approach; thus meeting calls by Ashkanasy and Daus (2005) and Cherniss 
(2010) to broaden the existing knowledge surrounding emotions research. The results 
highlight the diverse nature of clinical placement experiences and differing recollections 
between the nursing students in the study sample. The nursing literature indicates that 
nurses adopt emotional suppression as a method of coping with emotional engagement. 
Results from Study 2 also found that nursing students similarly adopted emotional 
suppression, either by their choice or on receiving advice from other nurses, not to get 
emotionally involved with patients. Although results from Study 1 and Study 3, did not find 
statistically significant differences between groups based on emotional intelligence 
competency.  
Very low scores in emotional intelligence are of concern as higher levels are needed for 
emotional engagement, leadership, workplace satisfaction and patient outcomes. Thus, 
students who do score low in any of the sub-branches may benefit from additional support 
with perceiving, facilitating, understanding and managing their emotions. In this regard, 
interventions early in their nursing program may scaffold further development and adoption 
of problem-focused coping strategies. Early perception and management of changes to 
physical or emotional variables is essential to quality care. In response to the research aim 
of examining whether emotional intelligence had an influence on attrition, I found no 
statistical difference in attrition rates between groups based on emotional intelligence 
competency. The results add to the literature around emotional intelligence measured with 
an ability model and respond to the need for consistency in the models of emotional 
intelligence chosen for nursing education research.  
A further aim to identify whether emotional intelligence predicted the ability to manage 
affective events was partially supported. Individuals with higher levels were more likely to 
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self-reflect and create strategies to manage emotional engagement. On the other hand, 
those with lower levels tended to avoid emotional engagement and focus on care related 
activities. More research is needed to identify whether this poses a risk to patient 
outcomes. A longitudinal study would show whether coping strategies change over time. 
All of the groups discussed emotional suppression as means to manage their emotions. Of 
interest was the finding that lower levels of emotional intelligence encouraged the use of a 
calm and confident appearance. The emotional engagement was managed by avoidance, 
or an assumption that experience would in part help reduce emotional distress. In the 
groups with higher levels of emotional intelligence, there was evidence of self-awareness 
and consideration of how emotional distress would be managed in the future. 
Finally, in response to the aim of establishing whether emotional intelligence education 
would be of benefit to nursing students’ pre-clinical placemen; overall the study results 
suggest that emotional intelligence education would be of benefit in students with low 
levels of emotional intelligence Simulated environments may be adapted to include this 
prior to the first clinical placement. It is acknowledged that simulated environments require 
careful management and debriefing for participants. Nonetheless, this study has provided 
further support for the inclusion of emotional intelligence education early in a nurse 
education program. Addressing the potential for emotional and professional dilemmas prior 
to clinical placement will improve the experience of clinical placement for nursing students 
and contribute to their educational outcomes and potentially result in improved quality in 
patient care. This last aspect is vital if we are to ensure an ongoing supply of nursing 
graduates to the profession. 
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Appendix 1- Participant information 
 
 
 
The Influence of Emotional Intelligence on Undergraduate Nursing Students’ 
Management of Affective Events 
Introduction 
You are invited to participate in a research project which examines the relationship 
between emotional intelligence (EI) and an ability to cope with and find meaning in 
stressful events. This project is part of a larger project evaluating teaching and learning in 
the School of Nursing and Midwifery (Ethics Clearance number 2008001846, University of 
Queensland Social Behavioural Sciences Ethics Review Committee).  
As a first-year student beginning a nursing program you have been selected to assist in 
better understanding the existence and development of these abilities in nursing students. 
This participant information sheet contains detailed information about the research project 
and its purpose is to explain clearly the procedures involved before you agree whether or 
not to take part. Please read the information carefully and feel free to ask any questions.  
Background 
Recent research into underlying causes of attrition in the nursing workforce suggests that 
up to 45% of nurses in western countries may suffer some form of emotional exhaustion, 
many reporting illness or poor job satisfaction. To add to the problem of retaining 
experienced nurses, undergraduate nurses are failing to complete their nursing programs, 
with reported attrition rates of above 20% in the first year of undergraduate nursing 
programs. In many instances nurses and midwives have been encouraged to conceal 
emotions, to maintain what was considered to be a functional protective barrier. However, 
there is a growing body of evidence to support the theory that professional role 
expectations, including ability to manage emotions, are strongly linked to stress levels in 
nurses.  
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While there is evidence that regulation of emotion requires mental effort, particularly in 
masking emotional reactions, the exact mechanisms remain unclear. It is not known 
whether some nurses have innate skill in emotion regulation, possibly due to higher levels 
of emotional intelligence. This study aims to investigate possible links between emotional 
intelligence and the ability to manage stressful events in nursing students. 
Procedures 
Your participation in this study will involve completing two (2) questionnaires which will 
assess your levels of emotional intelligence and gather some demographic data to assist 
with ensuring that a representative sample is obtained. It is anticipated that completion of 
these surveys will take approximately 50 min total. During clinical practicum you will be 
asked to complete a reflective writing task as part of normal course work assessment. You 
will be encouraged to reflect on your thoughts, feelings and behaviours during events 
which occur in clinical practice that relate to your interaction with patients. These 
reflections will be used as an indication of your ability to manage stressful events. 
If you agree to take part in the project, please go to this (hyperlink to be added) containing 
the following: 
1) A consent form 
2) The Mayer Salovey Emotional Intelligence Test (MSCEIT) web link to be added 
3) Demographic survey  
Please complete the two (2) questionnaires at a time convenient for you, but before 28th 
March 2012. Once you have completed the questionnaires, press ‘submit’. You are 
welcome to request a summary of the results of the project through this website as well.  
Confidentiality  
The questionnaires will be de-identified and only the principal investigator will maintain 
confidential details so that individualised reports can be returned to participants with a 
summary of EI levels. On submission of the questionnaires your consent form will be 
separated from the MSCEIT and demographic survey which will retain your personal log in 
details only. EI scores and written reflections will be matched by identifiers known only to 
the researcher and principal advisor. All data from this study will be kept in a locked filing 
cabinet and electronically through a password protected computer accessible only by the 
researcher. 
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Participation is voluntary 
Participation in this study is voluntary. If you would like to discuss the study or any element 
of the procedure further please feel free to contact the principal researcher (Gillian Lewis) 
on 3326 3589 or via email: gillian.lewis@uq.edu.au. You will not be reimbursed by the 
School for your time.  You are free to withdraw consent to further involvement without 
consequence at any time. While participation is unlikely to cause you any psychological 
distress or discomfort, if you experience and report this, you will be referred to appropriate 
services. 
Ethics concerns 
If you have any complaints about any aspect of the project, or concerns about your right 
as a participant please contact humanethics@research.uq.edu.au. If you require further 
information, please contact the research student Mrs Gill Lewis or research supervisor 
A/Prof Stephanie Fox-Young, s.foxyoung@uq.edu.au.  
Feedback 
A summary of study results will also be provided if requested; and you will be able to 
access any published accounts of the research in the academic literature. 
Kind regards 
Gill Lewis 
gillian.lewis@uq.edu.au 
Phone: 3326 3581 
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Appendix 2 Participant consent form 
 
(To printed on UQ Letterhead) 
INFORMED CONSENT FORM  
 
Name of Project          
 
Investigator           
Consent agreement 
 
1. this research and that I understand the nature of the research and my role in it 
2. I understand that I am free to withdraw from the project at any time and to withdraw any 
data I have contributed that has not already been processed. 
3. I understand that while information gained during the study will be published, my personal 
information will remain confidential.  
Should you need to obtain permission to record interviews, as possible additions 
would be: 
4. I give my permission for my responses in interviews to be recorded. 
 o Yes  o No 
Name of participant____________________________________________   
 
Signature of participant____________________________________________   
 Date:     /     /      
Researcher’s signature and date:  
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Appendix 3 Ethics Approval 
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Appendix 4 Reflective Practice Assessment 
 
 
 
Reflective Practice 
 
Aim: 
Your capacity to reflect in, and on, practice, is one of the most important dimensions of 
successful clinical practice and for continuous professional and personal growth. The aim 
of this assessment is to take you on the journey of incorporating reflection into your 
professional practice. 
 
Outline: 
There are four (4) well-being learning modules associated with this integrated assessment 
which are accessed through BlackBoard. All activities must be completed to achieve a 
non-graded pass. Completing the activities in the modules will increase your comfort with 
the purpose, language and concepts of reflective practice through exploring the following: 
 
1) What is reflection and reflective practice? 
2) What is the value of and purpose of reflection to the health sciences? 
3) Types of reflection and  
4) How do I reflect? 
 
Module 4 allows you to explore a clinical event that that has caused you to reflect on your 
role as a nursing/midwifery student in developing competence in professional practice. The 
event can be related to patient care, or a situation involving a patient’s family or a member 
of the multidisciplinary team. If you are unsure of an appropriate event, please seek 
guidance from your Clinical Lecturer. 
 
Instructions 
This assessment is completed well-being as a private journal entry. Please read the 
instructions carefully, to avoid potential loss of work make sure that you write your 
reflection as a word document, then copy and paste into Blackboard. 
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Module 4 allows you to explore an emotional situation that has caused you to reflect on 
your role as a nursing/midwifery student. The event can be related to patient care, or a 
situation involving a patient's family or a member of the multidisciplinary team. If you are 
unsure of an appropriate event, please seek guidance from your Clinical Lecturer. The key 
is you need to have been directly involved in the event. 
• Describe your relationship to the patient, staff member, person at the time you 
noticed the situation. That is: were you caring for the patient at the time, had you 
seen the person before, the quality and length of your relationship.  
• Consider experiences you have had that helped you provide care in this situation.  
• Describe your formal knowledge (physiology, communication skills etc); previous 
nursing/midwifery experience with a similar situation; as well as any personal 
experiences that helped guide you as you worked through this situation.  
• Describe your beliefs about your role as the nurse/midwife as you were working 
through this situation.  
• Describe any positive or negative emotions you had about the situation.  
This is a reflection so feel free to use first person (I) 
Word Limit: 500 words. Please use the following headings: 
• Noticing 
• Interpreting 
• Responding 
• Reflection in action 
• Reflection on action 
You must maintain confidentiality of your subjects at all times, that is, do not identify the 
patient, staff or hospital site. 
Criteria & Marking: 
Students will be expected to demonstrate the ability to: 
• critically reflect on clinical practices through effective noticing; interpretation; 
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Appendix 5: Mayer Salovey Caruso Emotional Intelligence Test Example questions 
 
Branch 1: Perceiving Emotions 
Example of MSCEIT Branch 1 – Identifying Emotions 
For this task participants are shown a picture of an adult male face.  
Instructions: how much is each feeling below expressed by this face? 
1. No 
happiness 
1 2 3 4 5 Extreme 
happiness 
2. No fear 1 2 3 4 5 Extreme 
fear 
3. No 
surprise 
1 2 3 4 5 Extreme 
surprise 
4. No disgust 1 2 3 4 5 Extreme 
disgust 
5. No 
excitement 
1 2 3 4 5 Extreme 
excitement 
 
Branch 2: Using emotions 
What mood(s) might be helpful to feel when following a very complicated, 
demanding cooking recipe? 
 
 Not useful    Useful 
a. tension 1 2 3 4 5 
b. sorrow 1 2 3 4 5 
c. neutral mood 1 2 3 4 5 
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Branch 3: Understanding emotions 
Matt had been hurt by one of his closest friends and was feeling angry. Matt told his 
friend how he felt, and when the friend did it again, Matt became__________ 
a. angry 
b. fearful 
c. very annoyed 
d. worried 
e. enraged 
 
Branch 4: Managing emotions 
Mara woke up feeling pretty well. She had slept well, felt well rested, and had no 
particular cares or concerns. How well would each action help her preserve her 
mood? 
Action 1: She got up and enjoyed the rest of the day. 
 
Action 2: Mara enjoyed the feeling, and decided to think about and appreciate all the 
things that were going well for her. 
 
Action 3: She decided it was best to ignore the feeling since it wouldn’t last anyway. 
 
Action 4: She used the positive feeling to call her mother, who had been depressed, 
and tried to cheer her up. 
 
a. Very ineffective b. Somewhat 
ineffective 
c. Neutral d. Somewhat 
effective  
e. Very effective 
a. Very ineffective b. Somewhat 
ineffective 
c. Neutral d. Somewhat 
effective  
e. Very effective 
a. Very ineffective b. Somewhat 
ineffective 
c. Neutral d. Somewhat 
effective  
e. Very effective 
a. Very ineffective b. Somewhat 
ineffective 
c. Neutral d. Somewhat 
effective  
e. Very effective 
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